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of its wide acceptance 


GRENZ RAY THERAPY UNITS 


by UNIVERSAL 


Manufacturers of fine 
equipment for over 30 years 


TREATMASTER 


A wide variety of models in either X-Ray or Grenz Ray. 


Universal skin therapy X-Ray and Grenz 
Ray units are available in a variety of models 
to suit most any type of office layout. 

Any model you choose has the same high 
standards of craftsmanship and unique 
advantages that has made the Universal 
skin therapy line so outstanding 

among the many leading dermatologists, 
hospitals and clinics throughout the world. 


FLOOR 
STAND 


@ Simple and convenient handling » UNIVERSAL X-RAY PRODS. INC. = 
* Safety in everything from lead shielding to © 1140 N. Western Ave. © Chicago 22, Ill. © U.S.A. . 
Sulend within the veadh of even the decor e: Please mail more detailed prices and information on: } 

XRay Therapy Grenz Ray Therapy 
just starting practice 
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When your patient suffers 
from histamine-induced skin reaction 


Whether caused by drugs, dander, or detergents, most histamine-induced 
skin reactions (such as the sulfonamide reaction shown above) respond 
rapidly to ‘Teldrin’ Spansule capsule therapy. 

Just one capsule in the morning, another at night, provides 24-hour anti- 
histamine effect. And because of the prolonged, even release of ‘Teldrin’ 
medication, side effects are minimal. 


Teldrin Spansule 


brand of chlorprophenpyridamine brand of sustained release capsules 


Smith Kline & French Laboratories, Philadelphia 


of 


Instructions to Contributors 


Articles, book reviews, and other materials for publication should be addressed to the Chief 
Editor. Articles are accepted for publication on condition that they are contributed solely to this 


journal. 


An original typescript of an article, with one carbon copy, should be provided; it must be 
double or triple spaced on one side of a standard size page, with at least a l-inch margin at 


each edge. Another carbon copy should be retained by the author. 


The main title of an article may not contain more than eighty characters and spaces; a 
subtitle may be of any length. 


The author’s name should be accompanied by the highest earned academic or medical 
degree which he holds. If academic connections are given for one author of an article, such 


connections must be given for all other authors of the article who have such connections. 


If it is necessary to publish a recognizable photograph of a person, the author should 
notify the publisher that permission to publish has been obtained from the subject himself 
if an adult, or from the parents or guardian if a child. An illustration that has been published 
in another publication should be accompanied by a statement that permission for reproduction 


has been obtained from the author and the original publisher. 


Oversized original illustrations should be photographed and a print on glossy paper sub- 
mitted. Prints of a bluish tinge should be avoided. Large photomicrograph prints will be re- 
duced in scale unless portions to be cropped are indicated by the author. The author should 
submit duplicate prints of roentgenograms and photomicrographs with the essential parts that 


are to be emphasized circled, as a guide to the photoengraver. 


Charts and drawings should be in black ink on hard, white paper. Lettering should be 
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be prepared and pasted to the back of each illustration showing its number, the author’s name, 
and an abbreviated title of the article, and plainly indicating the top. Charts and _ illustrations 
must have descriptive legends, grouped on a separate sheet. ‘Tables must have captions. IL- 
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IN THE WAR 07 inflammatory and allergic dermatoses 


METI-DERM Aerosol 
METI-DERM Cream 0.5% 


THE DERMATOLOGIST’S WEAPONS 


launching an all-out attack on the itching, burning, swelling, 00z- 
ing of pathologic skin conditions with the antiallergic, anti-inflam- 
matory, antipruritic action of prednisolone—approximately twice 
as effective, milligram for milligram, as topical hydrocortisone. 


offering an arsenal of ‘‘Meti’’ steroid benefits in the 
form preferred by many dermatologists 


nonsensitizing nonstaining 
nonocclusive water washable 
cosmetically acceptable 


METI-DERM Aerosol—“hands-off” therapy sprayed directly on 
offending lesions for instant, cooling itch-relief...enables derma- 
tologist to treat hard-to-reach areas before patient leaves office. 


METI-DERM Cream 0.5 %—for those who prefer a cream base. 


MetI-DERM,® brand of prednisolone topical. 
Meti,® brand of corticosteroids. 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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Most of your patients spend many 
hours in the sun during the summer 
months — either through choice or 
necessity. To help you help them 
enjoy freedom from uncomfort- 
able, dangerous sunburning, the 
Texas Pharmacal Company offers 
a selection of sun protective pro- 
ducts for every skin type. 


contains 5% menthyl anthranilate (men- 
thy] orthoaminobenzoate) and 5% tita- 
nium dioxide in a vanishing cream type 
base tinted to blend with the natural 
skin coloring. Hypo-allergenic. To pre- 
vent sunburning and suntanning through 
complete chemical and physical protection 
from the sun. 


woAFil SUN PROTECTIVE CREAM 


NEO A-FIL® 


contains 3% digalloy! trioleate in a 
non-tinted vanishing cream type base 
which has emollient properties. Hypo- 
allergenic. To prevent sunburning and 
promote suntanning. 


A-FIL® SUN STICK 


contains 21, % digalloyl trioleate in a 
suitable base. Hypo-allergenic. To prevent 
sunburning of the lips and help prevent 
and relieve chapping. 


SAF -TAN® CREAM 

a special ‘‘cosmetic’’ package of Neo 
A-Fil, slightly more perfumed, and par- 
ticularly acceptable to women patients. 


For detailed information, write... 
TEXAS PHARMACAL COMPANY 
San Antonio, Texas 
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either alone or complicating physical illness 


PIONEER NAME IN GRENZ RAY... 


Has an Ideal unit for the Dermatologist . . . 


GRENZ RAY 
THERAPY UNITS 


MODEL V-3 
RAIL-MOUNTED 


WALL-MOUNTED 
Wall-mounted unit; 
tube holder arm and 


GREAT OUTPUT: As much as 400r units per minute of Grenz Ray at the skin with a 
target-distance of 50cm. 


LARGE FIELD: Target skin distance equals to diameter of circular field, therefore giving 
a 1:1 ratio. 


HOMOGENITY OF FIELD: Ata 1:1 ratio, field drop off of intensity at outer edge of field 
in respect to central beam, less than 17%. 


WHOLE BODY RADIATION: Due to increased output whole body radiation is now possible 
in single exposures with practical outputs. 


STABILIZER CIRCUIT: Special stabilizing equipment provides only a one MA change with 
a line fluctuation as high as plus or minus 20 volts. 


POSITIONING FEATURES: Counterbalanced tube holder arm permits the positioning of 
the tube port in any position, without loosening or tightening any locks. No external wires 
to tube head. Continuous rotation of tube head. 


ADAPTABLE: No special wiring or current required since the units operate from the stan- 
dard house current of 110 volts on 20 amp fuse. 


DURABLE: Long tube life guaranteed by overrating of tube voltage. 


The International Medical Research Corp. 


Write for comprehensive literature on this and time-tested 
BUCKY straight X-Ray and combination therapy machines 
Please send complete information on Model(s) # 


Name: 
Address: 
City: 
UNIT. PIONEERS of the GRENZ RAY THERAPY APPARATUS 


| MODEL V-2 ae 
control unit insta 
Tokes up no 
q 
mobile, no — 
installation 
factory-. 
controlled 
Service 
fn all major 
Cities and 
“ ORIGINATORS of the COMBINATION THERAPY 4 
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get und 


the patients 


skin 


A TRANQUILIZER UNIQUE 
IN DERMATOLOGIC PRACTICE 


dermatoses (respond to 


“Tranquilizing in general have 
equivocal effect on the manifestations of allergic 
disease. ... ATARAX may be one exception to t! 
rule... 


Added antihisteminic action of ATARAX 
a wide variety of dermatological exacerbatio 

pruritus, urticaria, dermatitis, and other cutanec 

eruptions.2.34.5 


Feinberg' obtained “most striking results” in 17 
patients with chronic urticaria. The effect of 
ATARAX was excellent in 15, fair to good in 2. After 
objective evaluation of 140 patients, Robinson? 
concludes that ATARAX is “valuable adjunctive 
therapy” for patients whose dermatoses are re 


lated to emotional tersion. 


Dosage: Adults, one 25 mg. tablet, or one tbsp. 

q.i.d. Children, 1 or 2 tsp. Syrup t.i.d. : 
Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, — 
botties of 100. Syrup, pint bottles. Parentera‘ Soiu- 
tion, 10 cc. multiple-dose vials. ‘ 


References: 1. Feinberg, A. R.. et al.: J. Allergy 29:358 fe 
(July) 1958. 2. Robinson, H. M., Jr., et al.: South, M. J. 


S0:1282 (Oct.) 1957. 3. Santos, |. M., and Paper 
§ presented at 14th Annual Congress, American College of | 


Allergists, Atiantic City, New Jersey, April 23-25, 1958. _ 
4. Coirauit, M., et al.: Presse méd. 64:2239 (Dec. 26) 1956. : 
5. Robinson. H. J., Jr, et al: 161:604 (June-16) 
1956. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., inc. 
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for all your 
patients 
Starting 

on corticoids 


Kenacort provides these important 
advantages . . . excellent 

corticoid activity on a low dosage 
schedule!-> without edema,!4 
psychic stimulation,!-3 or adverse 
effect on blood pressure;!3.5 

a low sodium diet ts not 
necessary;*.” and gastrointestinal 
disturbances are usually 
negligible? Because of these 
benefits, Kenacort starts all 

your patients off right — even your 
“problem” patients, such as 

the obese, the hypertensive, or 

the emotionally disturbed. 


REFERENCES: - Freyberg, R. H.; Berntsen, 


C. A., Jr, and Heliman, L: Arth, & Rheum. 
1:215 (June) 1958. + 2. Sherwood, H., and 
Cooke, R. A: J. Allergy 28:97 (March) 1957 


+ 3. Shelley, WB; Harun, J.S., and Pillsbury, 


D. M.; J.A.M.A, 167-959 (june 21) 1958 
+ 4, Dubois, California Med. 89:195 
(Sept.) 1958 +5 Hartung, JAMA 
167.973 (Jume 21) 1958 


SQUIBB TRIAMCINOLONE 


all your 
patients with 
dermatoses* 
requiring 
corticoids 


Kenacort quickly alleviates itching, 
erythema and irritation. Because 

of its enhanced antiallergic, 
anti-inflammatory and antipruritic activity, 
Kenacort has proved effective where 
other steroids have failed. 

Excellent results have been reported in 
treating patients with localized 
neurodermatitis, contact and seborrheic 
dermatitis, alopecia areata, chronic 
eczematous eruptions — including atopy, 
and many cases of psoriasis.? And, 

as in arthritic and allergic patients, rapid 
clinical improvement is obtained on 

a low dosage schedule?? without the 
development of edema,!-4 elevated blood 
pressure!-3.5 or psychic stimulation.!- 


*DERMATOSES — a major indication 


SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 

Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Bottles of 30 and 100 


® 
SQUIER TRADE MAR 


ad 
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: 


“as a, 


a débriding agent... this ointment 

was at least as effective as any other agent 
used and considerably less expensive. 

Its ease of application and its extreme stability 
permitted a significant saving in nursing care, 
dressings and equipment.... In many instances 
[Panarit] serves to convert hospital treatment 
promptly to outpatient management...” 

Burke, J. F., and Golden, T.: 

Am. J. Surg. 95:828, 1958. 


enzyme 

therapy 


Mount Vernon, N.Y. 


e effective wound cleansing and healing 
e well tolerated and convenient for outpatient use 
@ economical for hospital and patient 


Panarit ointment (papain — urea — water-soluble chlorophyll derivatives) » For complete information see your Physicians’ Desk Reference 
32359 
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sulfonamide 


containing hydrocortisone 09°) 


EFFECTIVE EVEN AGAINST 


ANTIBIOTIC-RESISTANT STRAINS 


HIGHLY ACTIVE 

@ against most “patho- 
genic cocci [both staph- 
ylococci and strepto- 
cocci] regardless of 
their resistance to anti- 
biotics.”* 

@ against pathogens 
common in skin and 
wound infections. 


DIAGNOSIS AND NO. OF PATIENTS: 


Dermatitis repens (18) 
Secondarily infected | 
eczematous eruption 


Secondarily infected 
eczematous eruption 


VIRTUALLY 
NONSENSITIZING 

@ in more than 4500 
stringent, closed-patch 
sensitivity tests, the in- 
cidence of allergic re- 
sponse was less than 
2 per cent.?* 

@ in initial clinical 
studies, only 15 of 1014 
patients developed evi- 
dence of skin irritation. 


MINIMAL RESISTANT 
ORGANISMS 


® laboratory attempts 
to develop Triburon- 
resistant strains pro- 
duced no substantial 
change in organism 
sensitivity." 


DURATION 


OF TREATMENT 


Triburon 
__3-10 days 
Triburon 
5-14 days 


Triburon” 


1-3 weeks 


Triburon 
1-2 weeks 


Triburon-HC 


1-4 weeks 

Triburon 

1-2 weeks 
Triburon-HC 
_ 1-4 weeks 


Chart based on finding of E. Edelson, E. Grunberg and T.V. Morton Jr. 


PACKAGES: 


@WIDE-SPECTRUM 
BRAPID-ACTING 
@WELL TOLERATED 
SNONSTAINING 
SQDORLESS 


none 


3 complaints 
of burning 


1 complaint 
of irritation 


Triburon Ointment, |-oz tubes and 1-lb jars. 
Triburon-HC Ointment, 5-Gm and 20-Gm tubes. 


REFERENCES: 1. R. J. Schnitzer, E. Grunberg, 
W. F. DeLorenzo and R. E. Bagdon, to be 


published. 


2. E. Edelson, E. Grunberg and T. V. Morton, 
Jr., Antibiotics Annual 1958-1959, New York, 
Medical Encyclopedia, Inc., 1959. 


3. R. C. V. Robinson and L. E. Harmon, 
Antibiotics Annual 1958-1959. 


TRIBURON'™: triclobisonium chloride — 
(2,2,6-trimethylicyclohexy!) propyl]-N, -N’-dimethyl-1,6-hexane 
diamine bis Cmethochloride). ROCHE® 


ROCHE LABORATORIES - Division of Hoffmann-La Roche Inc «Nutley 10 » New Jersey 


by 
Impetigo contagiosa (50) none 
| Dermatitis repens (18) none 
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Anyone can have a 


DRY SKIN PROBLEM 


—and almost everyone can find relief with Allercreme 
Hypo-allergenic Lubricants. Whether your patients are 
troubled with moderately dry skin or extremely dry skin— 
whether they can or cannot tolerate lanolin or perfume— 
whether they prefer soothing lotions and creams or a 

bath oil—there is an Allercreme Hypo-allergenic 

Lubricant for your selection. 


Allercreme Skin Lotion—scented or unscented—is an 
oil-in-water emulsion containing lanolin derivatives 
for lubrication of moderately dry skin. Special Formula 
Skin Lotion—scented or unscented—is a companion 
lanolin-free lotion for similar use. 
Allercreme Body Lotion—scented or unscented—is a 
heavier oil-in-water emulsion containing lanolin 
derivatives for the lubrication of extremely dry skin. 
Special Formula Body Lotion—scented or unscented—is 
a companion lanolin-free lotion for similar use. 
Allercreme Lubricating Cream—scented or unscented— 
is a semi-solid oil-in-water emulsion containing 
lanolin derivatives for the lubrication of the face, 
throat and pressure problem areas. Special Formula 
Lubricating Cream—scented or unscented—is a 
companion lanolin-free night cream for similar use. 
Allercreme Bath Oil—lanolin free—diffuses instantly 
throughout bath water into countless tiny droplets of 
* “ soothing oil which lubricate the entire body while 

SKIN bathing. Pleasantly scented with the exclusive Allercreme 

LOTION Hypo-allergenic Perfume—a synthetic fragrance 
x * containing neither animal extracts nor flower oils. 


For additional information and sources of supply, write 


* oj Ai 
HYPO ALLERGENIC “4 
BODY * 


LOTION * HYPO-ALLERGENIC 


HYPO ALLERGENIC 


COSMETICS 


dry skin 


BATH 
at 


Division of Texas Pharmacal Company 


San Antonio 
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BUR-VEEN 


(Burow’s with soothing Colloidal Oatmeal) 


WET DRESSINGS 


“GOVERNOR ACTION” reduces maceration, 
the major drawback in wet dressing therapy. The 
colloidal oatmeal in BUR-VEEN wet dressings 
lowers the osmotic pressure of the wet dressing 
and thus reduces the amount of water 

entering the skin cells. 


BETTER TOLERATED than plain Burow’s 
Solution. May be kept on longer and used more 
often without macerating the skin excessively. 


SOOTHING TO INFLAMED SKIN by virtue of 
the colloidal oatmeal, which has well-documented 
anti-inflammatory and antipruritic effects. 


BUR-VEEN Wet Dressing Powder is available 
in boxes of 6 ana 100 packets. 


The contents of one BUR-VEEN packet, when 
added to one pint of water, make the equivalent 
of a 1:20 Burow’s solution. Dilution may be 
modified by varying the amount of water. For 
example, one packet to one quart of water makes. 
the equivalent of a 1:40 Burow’s solution. 


Active Ingredients: Aveeno” Colloidal Oatmeal, 
aluminum sulfate, calcium acetate. 


AVEENO CORPORATION 250 West 57th Street New York 19, N. Y. 
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that 


unidentified 


NEUTRAPEN 


(NEUTRA zes 


allergen 
may 
penicillin 


(Penicillinase Injectable," SchenLabs) 


the only specific 


for penicillin reactions 


([Schenfebs/ 


Allergic reactions in patients with no 
history of penicillin treatment may be 
caused by penicillin taken in from 
non-therapeutic sources. Among occult 
sources of penicillin are: 

+ milk and other dairy products— 

¢ Roquefort or Bleu cheese— 

* vaccines including polio vaccine— 

dermatophytes— 


at 


Safer penicillin therapy is now possible be- 
cause the early administration of NEUTRAPEN 
can effectively forestall serious reactions. It 
should be given, in mild as well as in com- 
plicated cases, as soon as diagnosis of a reac- 
tion is made. 


Unlike the antihistamines, ACTH or steroids 
which treat effects, NEUTRAPEN aborts peni- 
cillin reactions by counteracting their cause 
—it destroys the penicillin itself and is effec- 
tive in about 97% of cases, It acts rapidly: 
80% of patients obtain complete clearing of 
the reaction within 12 to 96 hours after a 
single injection. 


NEUTRAPEN —800,000 units I.M.—as soon as 
symptoms appear; may be repeated on the 
third day if response is not satisfactory. In 
anaphylactic reactions, epinephrine should 
be given and other supportive measures in- 
stituted immediately, followed by 800,000 
units of NEUTRAPEN intravenously and 
800,000 units intramuscularly. 


contraindications: None. 

side effects: Occasionally transient local sore- 
ness, erythema, and edema; rarely transitory 
chills and fever. 

supplied: 800,000-unit, single-dose vials of ly- 
ophilized penicillinase powder. Stable at room 
temperature in the dry state. 

{Zimmerman, M. C.: Clin. Med. 5:305, 1958. 


* PATENTS PENDING 
NEUTRAPEN® T.M. REG. U.S. PAT. OFF. 


SCHENLABS PHARMACEUTICALS, INC. 
NEw YorK 1, N.Y. ssose 
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WHICH TENDS TO DRYNESS 


ANTISEBORRHEIC SHAMPOO 


WESTWOOD PHARMACEUTICALS, Buffalo 13, New York 


~ 
he 


SEW... 
COSMETICALLY 
ELEGANT 
EASY 
TO USE 


a therapeutic shampoo 


for the treatment of itchy, scaly scalp 


which tends to dryness 


Stops itching, removes loose dandruff and crusty, matted layers of scales 
from the scalp through the effective cleansing, penetrating and antiseborrheic actions 
of Sebulytic", a combination of anionic surface-active cleansers and wetting agents. 
The antiseborrheic qualities of Sebulytic are further enhanced with the addition of 
sulfur and salicylic acid. Hexachlorophene provides antibacterial action. 


Prevents excessive drying of the scalp through the action of Kerohydric', a 
crystal-clear, dewaxed fraction derived from lanolin. Kerohydric also leaves the hair 
soft and more manageable after shampooing. 


Sebulex is cosmetically elegant. Sebulex meets the up-to-date “cosmetic” 
requirements for a therapeutic shampoo. It has a smooth, lotion-like texture, an 
appealing pastel green color, delightful fragrance and produces an abundant lather. 
Patients like shampooing with Sebulex. 

Sebulex does not contain any toxic metallic materials. Thus, it can be used for a 
prolonged period of time without danger of systemic toxic effects. 

Sebulex contains a mixture of anionic surface-active cleansers and wetting agents (Sebulytic). These 
agents consist of sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate, and sodium 
dioctyl sulfosuccinate. Sebulex also contains Kerohydric, a crystal-clear, dewaxed fraction of lanolin; 
sulfur 2°, salicylic acid 2°% and hexachlorophene | %. 


Available: In plastic bottles of 4 oz. Write for samples. 


WESTWOOD PHARMACEUTICALS, Buffalo 13, New York 
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New freedom from 
embarrassment and 
distress of psoriasis! 


LOTION 


DISAGGREGATES PSORIATIC SCALE 


In vitro studies show that the keratin-dispersing 
action of allantoin is exceptionally effective in dis- 
aggregating psoriatic scale.'? It apparently acts on 
an abnormal cement substance between cornified 
cells.*5 Coal tar, too, helps break up the horny layer.? Together, these agents provide 
rapid clearing of psoriatic lesions as well as the underlying inflammation and erythema. 

ALPHOSYL Lotion, used by many physicians both in routine practice and in carefully 
controlled studies, proved highly successful.?7 The lotion permits complete avoidance 
of the potential hazards of certain other methods of treatment, such as superficial 
x-ray, heavy metals and corticosteroids.? 

Advantages: + Treatment-fastness not observed + Cosmetic qualities permit free 
application to the scalp + Well tolerated - May be freely used on tender areas 


FORMULA: Allantoin 2% and special coal tar 
extract 5% in a greaseless, stainless, vanish- 
ing lotion base. 

SUPPLIED: Bottles of 8 fl. oz. 

APPLICATION: For maximum therapeutic re- 
sults rub thoroughly into lesions 2 to 4 times 
daily. For maintenance apply once or twice a 
week. 

REFERENCES: I. Flesch, P.: Proceedings Scien- 
tific Session. Toilet Goods Assoc. June, 1958. 
2. Samitz, M. H.: Ann. New York Acad. Sc. 
73:1020, 1958. 3. Flesch, P., and Jackson 
Esoda, E. C.: Ann. New York Acad. Se. 
73:989, 1958. 4. Bleiberg, J., and Saltzman, 
J. A.: Clin. Med. 5:485, 1958. 5. Bleiberg, J.: 
Ann. New York Acad. Sc.: 73:1028, 1958. 
6. Clyman, S. G.: Ann. New York Acad. Sc. 
73:1032, 1958. 7. Welsh, A. L., and Ede, M.: 
Ohio M. J.: to be published. 


For psoriasis with 
acute inflammation 


Alphosyl-HC 


Alphosyl with 0.2% hydrocortisone 
Supplied in bottles of 4 fl. oz. 


* REED & CARNRICK 
Jersey City 6, New Jersey 
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The 3 grades of BRASIVOL 
permit a logical 3-step 
course of therapy: 


Mild abrasion 
for 2-4 weeks with 


BRASIVOL 
FINE 


More 
vigorous abrasion 
for 2-4 weeks with 


BRASIVOL 
MEDIUM 


BRASIVOL introduces a new concept in the treat- 
ment of acne: prolonged superficial abrasion 
precisely adjustable to the patient's progress. Ten 
years of clinical studies in over a thousand acne 
patients have demonstrated the success of con- 
tinuous abrasion in maintaining patency of the 
sebaceous ducts by gentle desquamation, thereby 
reducing ¢ d , papules, pustules and cysts, 


and minimizing post-acne scarring. 


BRASIVOL contains non-silicon abrasives (fused 
synthetic aluminum oxide) of carefully selected 
particle sizes and in appropriate ratios, with 
hexachlorophene 1.0%, in a specially formulated 
base of soap and synthetic detergent. 


1. Saperstein, R. B.: Presented at 107th annual 
meeting of American Medical Assn., San Francisco, 
Calif., June 23-27, 1958. 


SUPPLIED: 
Jars of Brasivol Fine 6 0z.; Brasivol Medium 6% 02.; 
Brasivol Rough 7 oz. 


Brasivol 


GRADED ABRASIVE CLEANSER FOR ACNE 


Maintenance 
treatment for as 
_ | long as needed with 


BRASIVOL 
ROUGH 


Write for samples and informational literature 


STIEFEL LABORATORIES, INC. 
Oak Hill, New York 


Canadian representatives: 
WINLEY-MORRIS CO., LTD., Montreal 29, Quebec 
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A A colloid bath ‘made with the exclusive j 


Soy, Bean Golloid Fraction Component® 
can produce a truly soothing, emollient effect— g 
and a the patient a feeling of wel: 1 eing. 


Colloid Bath with all these advantages: no sticking odor— 
on- -slippery—high in protein value (52% PROTEIN ‘CONTENT) | 
| Supply: of 5 3 02. hich 


A most trusted name in Dermatologieals 4 PB 


DOME.CHEMICALS ENG. “ 
125 WES AVENUE, NEW YORK 2g iz 2 
665 N, RTSON BLVO., Los 


ROAD, MONTREAL 
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(100%, dichloro-tetrafluoro-ethane...contains no ethyl-chloride) 


SKIN REFRIGERANT -— 
ANESTHETIC 


Widely Accepted for Local Anesthesia 
in Surgical Planing of the Skin* 


JET-SPRAY PLANER FRIGIDERM has been researched and developed to meet the 
This hand-tooled, expressed need of physicians for a well tolerated skin refrig- 
precision-built instrument erant-anesthetic...non-explosive, non-inflammable... having 

with diamond fraises is 5 

available for most no general anesthetic properties. 

standard planing units. Today, FRIGIDERM is one of the preferred products of its 
In ordering, please specify kind among Dermatologists everywhere. 
FRIGIDERM quickly produces local anesthesia for surgical 

ae planing in the treatment of scarring due to acne, chickenpox, 
smallpox and trauma...multiple senile keratoses...fine 
wrinkling...traumatic tattoos. 

Also for incision of furuncles, electrocautery to small 
cutaneous tags, flat warts, or for alleviation of needle pain 
during hypodermic injection. 

This freezing agent can be delivered from the spray-top 
container shown above by easy finger pressure. 


Now in the improved 8 oz. container — $2.00 
Fully guaranteed for satisfactory performance 


Dermatology, April 1955 Available at 1 
Ref.: Wilson, J. W.; Luikart II, R.; 


Ayres 111, S., Reprints available W T be A E 
® REGISTERED TRADE MARK R Cc V G L 


1723 WEST SEVENTH STREET ¢ DUNKIRK 4-9273 e LOS ANGELES 17. CALIFORNIA 
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Beware 
the 


Beauty 


Dermatoses resulting from sensitivity to a of lipstick can, 
be avoided by using Marcette Lipsticks = another reason to remember and 
suggest MARCELLE® HYPOALLERGENIC Cosmetics for: with a cosmetic 
allergy or sensitivity. 


MarceLte Lipsticks — available in a full range of eolors—are offered in dif- 
ferent formulas to eliminate common sensitizers; and to avoid perfumes ~ - 
and the bromofluoresceins. The Marce.te Lipstick testing Kit, providing 
14 different formulations, enables you to help yOur, patient select a Pisin 
best suited to her case. 


Marcelle 
wy Bordeng PHARMACEUTICAL DIVISION 


350 Madison Avenue, New York 17 
Available in Canada through Prof. Sales Corp., Montreal 


*Zakon, S. J., et al.: Arch. Dermat. & Syph. 56:499, 1947; abstracted in Birmingham, D. J., 
and Campbell, P. C., Jr.: Occupational and Related Dermatoses, U. S. Public Health 
Service Publication No. 364, 1954. 
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*“Twenty-two cases of chronically infected 
wounds and ulcers were treated with... 
[Panarit]. In 18 cases, very marked and rapid 
improvement in the appearance of the wounds 
occurred. Excessive necrotic and cellular 
debris was effectively removed and there was 
early appearance of healthy granulation tissue.” 
~Carpenter, E. B.: Virginia M. Month. 85:22, 1958. 


in...infected 
wounds and 


ulcers...rapid 
improvement: 


aaa e effective wound cleansing and healing 
Rystan) @ economical for hospital and patient 
@ well tolerated and convenient for out- 
Mount Vernon, N.Y. patient use 


Panaric ointment (papain — urea ~ water-soluble chlorophyll! derivatives) «.For complete information see your Physicians’ Desk Reference 
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Athlete’s Foot — one of the most prevalent 
and troublesome fungus infections today — is 
estimated to affect 90% of the population at one 
time or another. Desenex, containing the 
unsaturated fatty acid, undecylenic acid, has 
proved to be one of the most potent antimycotic 
agents known for effective treatment 

of superficial fungus infections. 


Night and Day Treatment 

At Night — Desenex Ointment (zincundecate) 
— 1 oz. tubes. During the Day — Desenex 
Powder (zincundecate) — 11/2 oz. container. 
Also — Desenex Solution (undecylenic acid) — 
2 fl. oz. bottles. In Otomycosis — Desenex 
Solution or Ointment. 


Malttie Write for samples 


MALTBIE LABORATORIES DIVISION 
Wallace & Tiernan Inc. * Belleville 9, N, J. 


Desenex: 


FOR ATHLETE’S FOOT 


fast relief from itching 
prompt antimycotic action 
continuing prophylaxis 


& 
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For ACNE: 
keep these eitective products in mind 


LIQUIMAT 
A tinted lotion containing 5% precipitated sulfur for the local treat- 
ment of acne. Resorcin, corticosteroids, calamine, phenol, menthol, 
camphor, betanaphthol and coal tar solution may be added. To 
individualize prescriptions further, the three shades may be inter- 
blended. 

SULFORCIN LOTION 
Contains 5% dispersible sulfur and 3% resorcinol monoacetate in a 
colloid-processed base of citrus pectin. Sulforcin Lotion dries rapidly, 
holding sulfur securely to the skin. Non-sticky, non-greasy, non-staining. 

SULFORCIN CREAM 
Contains 5% dispersible sulfur and 3% resorcinol monoacetate in a 
water soluble vanishing cream type base. Lubricating and washable, 
Sulforcin Cream is especially suitable for application to large areas, 
and where dryness exists. 

SULFORCIN BASES 
A greaseless cream type make-up base supplied in 3 strengths and 3 
shades which enable you to prescribe precisely for your patients’ 
needs. Sulforcin Base helps conceal blemishes and is an excellent 
make-up foundation. 

SEBA-NIL 
Clinical studies prove conclusively that very oily skins respond more 
rapidly to acne therapy when cleansed with Seba-Nil rather than soap 
and water. Seba-Nil contains organic solvents and a mild, non-ionic 
detergent which make it more efficient than soap and water in prepar- 
ing oily skin for , 


For detailed ooh and samples, write 
TEXAS PHARMACAL COMPANY 
San Texas 
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alum precipitated pyridine-ivy extract suspended in saline solution 


POISON IVY, 
POISON OAK 


Good to excellent results — up to 93% of cases.1-6 


“,.. superior to either alcohol/ether or the oil resorption materials 
because of the ease of its administration, its concentrated 
dosage, and its more effective clinical results along with lessened 
possibility of exacerbations of symptoms... .’’.2 


Well tolerated — non-irritating 
when administered to children. . ."’.3 


Also available as AQUA IVY, AP® TABLETS for oral prophylaxis in bottles of 100 tablets 
of 0.6 mg. each. Each tablet contains 0.6 mg. dry alum precipitated pyridine-ivy. 


Literature on request — WRITE TO DEPT. D1 


10 East 40th Street, New York 16, N. Y. 
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12-ply quilted, sterilized gauze washable 3sizes takes only seconds to put on 


Dermpak Therapeutic Gloves (for wet pack therapy of ecze- 
matous processes of the hand) encourage patient acceptance 


of treatment because they do not interfere with daily duties. 


sample glove sent on request DERMPAK CORPORATION 282 East Sth Street, St. Paul, Minnesota 


Manufactured and distributed under license from Minnesota Dermatological Society 


a specific treatment fora I. P > 


your very important patient... 


(and what one isn't!) 


with a very important problem... 
(allergy) 


controlled by a very important product... 


(Polaramine...the newest antihistamine) 


The control of your patient’s allergy is very 
important to him. He expects relief — 
and he can have it with PoLARAMINE. 


POLARAMINE — a close approach to a perfect antihistamine — 
virtually eliminates side effects and achieves unexcelled 
therapeutic effectiveness in the management of a wide range 
of seasonal and nonseasonal allergies at lower dosages 


than with other antihistamines. 


POLARAMINE REPETABS permit patients daylong or nightlong relief 
from allergic symptoms with a single medication. 


Supplied: POLARAMINE REPETABS, 6 mg., bottles of 100 anc/"1000. 
Tablets, 2 mg., bottles of 100 and 1000. 
Syrup, 2 mg./5cc., bottles of 16 oz. 


OLARAMINE 


dextro-chlorpheniramine maleate 


} 
rABS 


daylong or nightlong relief 


SCHERING CORPORATION + Bloomfield, New Jersey 
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Used by millions for 
regular skin care 
for over 30 years 


erac Procter & Gamble 
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So many of the 


patients who open your 


door exhibit the common, 


non-inflammatory skin 


conditions in which 


steroids may be 


of little or no value. 


SEBORRHEIC AFFECTIONS, 
especially of the scalp, such as 
“cradle cap” and dandruff 


FUNGOUS INFECTIONS, 
including ‘‘athlete’s foot,” 
tinea Capitis, etc. 


SUBACUTE AND CHRONIC 
DERMATITIS where scaling and 
lichenification may be a problem 


ECZEMATOUS ERUPTIONS 
following acute dermatoses of 
various etiologies 


These are the candidates for the 
gentle keratolytic-bacteriostatic 
action of ‘Pragmatar’. 


PRAGMATAR 


an outstanding 
tar-sulfur-salicylic acid ointment 


th) Smith Kline & French Laboratories 


HIGHLIGHTS FROM THE A.M.A. COUNCIL ON DRUGS 
REPORT ON TRIAMCINOLON 


J.A.M.A. 169:257 (January 17) 1959. 


“Tt triamcinolone’ hasan anti-inflammatory potency greater than an equal 
amount of prednisolone; i.e., comparable suppressive effects may usually 


be achieved with lower doses of triamcinolone than with prednisolone.” 


Pfriamcinolone lacks the sodium-retaining and edema-producing effects of 
most other glucocorticoids. During the first several days of administra- 
tion, it may cause a loss of sodium from the body; an initial mild diuretic 
action is frequently observed, whether the patient is frankly edematous or 
not. This is in contrast to the definite sodium-retaining and fluid-retaining 
properties of cortisone and hydrocortisone and to amuch lesserextent with 


prednisone and prednisolone.” 


“Except in exceedingly large doses, triamcinolone apparently has no con- 
sistent effect on potassium excretion. Hence, neither sodium restriction 
nor potassium supplementation is ordinarily required during therapy with 


this agent.” 


“As with other glucocorticoids, the long-term administration of triamcino- 
lone results in definite catabolic effects, as indicated by impairment of 
carbohydrate utilization and negative protein and calcium balance. This 
catabolic effect, coupled with alack of appetite stimulation which is appar- 
ently peculiar to triamcinolone, may produce weight loss that might be 


undesirable in some patients treated for long periods of time.” 


“\..the voracious appetite, with weight gain and euphoria, characteristic 


of other steroids, is not seen with administration of triamcinolone.” 


“Triamcinolone has been used for the management of a wide variety of 
clinical conditions usually considered amenable tosystemic steroid therapy. 
These have included rheumatoid arthritis and other collagen diseases, 
allergic and dermatological disorders, certain leukemias and malignant 
Ivinphomas, the nephrotic syndrome, pulmonary emphysema and fibrosis, 
acute bursitis, rheumatic fever, and certain blood dyscrasias. Although 
clinical experience with the drug in some of the foregoing conditions is 
not extensive, the many similarities in action between triamcinolone and 
other potent glucocorticoids would indicate a usefulness for triamcinolone 


akin to that of other agents of this class.” 
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“There is some evidence that triamcinolone is more effective at a smaller 
dosage than are other steroids in controlling both the skin and joint lesions 


in psoriasis, whether or not complicated by arthropathy.” 
“Triamcinolone appears to compare favorably with other steroids for use in 
those situations in which edema and sodium retention have been compli- 


cating problems.” 


“It [triamcinolone may also be the steroid of choice for patients in whom 


psychic stimulation, euphoria, voracious appetite, and weight gain should 


be avoided.” 


“the drug triamcinolone, does produce the other side effects and un- 
toward reactions common to the glucocorticoids. At therapeutically equiv- 
alent doses, the frequency and severity of clinical manifestations of hyper- 
adrenalism — rounding of the face, fat deposition, and hirsutism — are 
essentially the same. Likewise, there is little indication that the relative 
incidence of osteoporosis is materially decreased after the long-term use 


of the drug.” 


“Triamcinolone apparently does not cause the euphoria sometimes seen 
with other steroids, and the occurrence of mental depressions is uncom- 


mon.” 


“Current evidence suggests that the drug triamcinolone may not produce 


as high an incidence of peptic ulcer as do other steroids.” 
‘Cutaneous erythema seems to be aside effect peculiar to triamcinolone. 


“The usual contraindications and precautions of glucocorticoid therapy 
should be followed in the use of triamcinolone, keeping in mind that pro- 
longed therapy with this drug will suppress the function of the patient's 


own adrenals by interfering with the pituitary-adrenal axis.” 


Supplied: | my. scored tablets (yellow) 
2mg. scored tablets (pink) 
4 mg. scored tablets (white) 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Antipruritic 

INCORPORATED Antiallergic 
1M EXCLUSIVE Bactericidal 
MANTLE Fungicidal 


Protozoacidal 


action 


Creme 


an inflammatory reaction was accompanied by in- 
creased scaling and lichenification with secondary — 
infection such as is seen in seborrheic dermatitis, atopic 


DOME CHEMICALS INC. 


(wy 125 West End Avenue, New York 23, N. Y. 


665 N. Robertson Blvd., Los Angeles 46, Cal. 
2765 Bates Sead, Montreal, Canada 
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—Rein, C. R., and Fleischmajer, R.: Personal Communication, 
Guan oz., 1 0z.,2 0z., & 4.0z. tubes 
CREME 1% either 0.5% or 1.0% hydrocortisone. 
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PSORIATICS 


are half personalities, for 
an uncomfortable person 
is only 0: one a 


appearance and 


EPIDOL is a clear, adhesive, non-greasy, rapidly drying, improved Wright 
Liquor Carbonis Detergens plus Salicylic Acid 3%. 


EASY to apply. Applicator comes with every bottle. 


EASY to remove. Readily washes off with soap and water. 


Discover how rapidly and effective EPIDOL may relieve the discomfort 
and clear the lesions. It helps restore the patient’s feeling of comfort. Your 
psoriatic patients may, once again, become confident, full personalities, 


SUPPLIED: Bottles with applicators: 3 fl. 0z.—6 fl. oz. 


Spirt & Co., Inc. 


Samples, literature and reprints are available. Just write to: WATERBURY, CONN, 
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Incorporated 
in exclusive 
ACID MANTLE. 
vehicle 


oe IN INFLAMMATORY DERMATOSES 
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Y 
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Acid Mantle-Hydrocortisone 
CREME AND LOTION—pH 4.6 
ABATES INFLAMMATION AND RESTORES 


NORMAL SKIN ACIDITY 


“Susceptibility to infection by bacteria is widely 
held to be due to the removal of the antibacterial 
‘acid mantle’ of the skin and its displacement by 


= 


an abnormal ‘alkaline mantle’.’’—Fabricant, N. D.: 


A.M. A. Arch. Otolaryn. 65:11, 1957. 
| 


Supply ~ 36%, 1% and 2% hydrocortisone 
in either Creme (38 0z., 1 0z., 2 0z., 4 oz. ; 
tubes and 1 Ib. jars) or Lotion (34 0z.,10z., 
2 02., 4 02. squeeze bottles and pt. bottles). ree 
Samples and literature available on request. 


<% Dome Chemicals Ine. 


NEW YORK 23* LOS ANGELES 46 * In Canada: 2765 Bates Road, Montreal 
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Testore @motional 


& Mental balance 


with Covermark 


Covermark conceals 
dermatological blemishes 


Doctor, you are no doubt aware of the problems confronting 
patients with facial disfigurements. They are often subject 
to psychic, as well as social problems. When treating 
these patients, you will find Covermarx to be of intrinsic 
value in your therapy. 


WarterprRoor CoveRMARK is a product which conceals 
skin discolorations, whether permanent or tempo- 
rary. It is a neutral, opaque, hypo-allergeniccream 
which is waterproof and will not crack or flake. 


CovERMARK can be used to conceal nevi such 
as vitiligo, post-operative scars, papules or 
pustules, varicose veins and other types 
of skin discolorations. 


How Supplied: Watrerproor CoverMARK is sup- 
plied in 1 oz., and 3% oz. jars, and comes in 
eight shades—to match the normal skin 
tones of your patient. CoverMarK, in Watr- 
erproof form, may be used when the 
patient goes swimming, or is subject to 
much perspiration. 

Note: Minor skin blemishes are eas- 
is Wa i in These are unretouched photographs of an actual case 


stick form Professional data supplied to physicians upon request. 
Available on your recommendation, through your pharmacist, and at leading department stores. 


For more detailed information write direct to: 


C4 INC. 41 East 57th St. « New York 22, N.Y. Department A 
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peach flavored, peach flavored, 
¢. bottle 


calibrated 


Science for ‘well being 
PFIZER ABORA 
Division, Chas. Pfizer & Co., Ine. 
Brooklyn 6, N. Y. 


soft, cotton flannel pads saturated with witch 
hazel (50%) and glycerine (10%), pH about 4.6 
Antipruritic—permits normal healing. 
Saves preparation time and trouble— 
cannot leak. Costs Ys that of hospital- 
prepared dressings. 


TUCKS provide comfort and conven- 
ience in stasis or decubitus ulcer, local- 
ized eruptions, pruritus ani, vulvitis, 
hemorrhoids, after anorectal surgery or 


ue SO YOU CAN'T SLEEP? 
episiotomy, or whenever a mild, sooth- by P. H. Fluck 


ing wet dressing or cleansing cloth is 8 pages, 15 cents 
indicated. 


SLEEPLESSNESS AND WHAT TO DO 
ABOUT IT by Donald A. Laird, Ph.D. 

For generous sample of Tucks — enough for several hospital 8 

patients — complete and return this card. pages, |5 cents 

| 

| ROADS TO RELAXATION 

| by Joseph L. Fetterman, M.D, 

| 4 pages, 10 cents 


Cr COMPANY 
MINNEAPOLIS 16, MINNESOTA 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn St., Chicago 10, Illinois 


| ready-to-use” 
| mg. 
. itati 4 | 
® 
| 
| 
| | 
Sleeplessness 
| and what to\do about it 
| Wy 
| 
a 
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REVERSES 


BENOQUIN, brand of monobenzone, Elder, 
inhibits the formation of pigment by the 
melanin producing cells of the skin. Applied 
topically to areas of hyperpigmentation due 
to excessive melanin production it usually 
results in depigmentation and disappear- 
ance of the disfiguring patches. 


Available as BENOQUIN Ointment, 20%, in 1% 
oz. tubes and | Ib. jars; and as BENOQUIN Lotion, 
5%, in 4 oz. bottles, for the treatment of such 
hyperpigmentation states as: # Generalized len- 
tigines # Severe freckling # Melasma of Addi- 
son’s disease or pregnancy ® Berlock dermatitis 
® Following inflammation of the skin 


Write for literature and patient instruction forms PAUL B. ELDER COMPANY. Bryan, Ohio 
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No longer itched 
bothered or 
bewildered 


Pruritus is relieved rapidly and erythema and lichenification of the skin 
are reduced within a short period after initial application of NEO-CORT-DOME. 
Secondary infection is controlled and the normal pH of the skin and external 


auditory canal is restored and maintained with NEO-CoRT-DoME. 


FOR INFECTIOUS DERMATOSES AND OTITIS EXTERNA 


NEO-CORT-DOME” 


CREME AND LOTION pH 4.6 


— 


Hydrocortisone—Neomycin—In Aluminum Acetate Vehicle 
INCORPORATED 

Lotion is especially effective in hairy IN EXCLUSIVE 
tissue folds. Supply: ae or ied hydrocortisone, with ACID MANTLE 
5 mg. per gm. Neomycin Sulfate in 1 0z., 1 0z., 4 oz. 
squeeze bottles. (12 oz. size has special soft plastic tip 
for easy application into external ear in otitis externa), 
Sample and literature available on request. 


VEHICLE 


DOME CHEMICALS INC. | 
125 West End Avenue, New York 23 By) 
665 N. Robertson Blvd., Los Angeles 46 


In Canada: 2675 Bates Road, Montreal 
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EASY TO OPERATE—No complicated settings 
or adjustments. Just two controls: one for 
the amount of power, the other for selecting 
one of three electrosurgical currents. 


WIDE SCOPE OF USE—Among the “‘hundred- 
and-one” uses in your practice are: excision- 
al biopsies, treatment of acne, warts, moles, 
melanomas, Seborrhoic Keratoses, Keloids 
and Sebaceous Cysts, venereal warts, etc. 


EASY DUPLICATION OF TECHNIQUES—Bovie's 
patented, self-compensating spark-gaps, and 
stepless power control, enable duplication 
of techniques once power settings are es- 


tablished. 


THE OFFICE 


REASONS WHY 
THE OFFICE BOVIE 
IS IDEAL FOR 
DERMATOLOGIC 
SURGERY... 


ELECTROSURGICAL UNIT 


4 SAVES HOSPITALIZATION—Safe, effective 
treatment of all forms of minor electrosur- 
gery in your own office saves patients incon 
venient, needless hospitalization. 


5 SPECIAL ADVANTAGES—Bovie Unit sterilize 
as it cuts, or coagulates ... controls bleed- 
ing. It is a rapid and precise method wit! 
minimal pain. 


Contact your Ritter dealer, or send coupon, for 


further information on the famous, dependable 
Office Bovie! 


RITTER COMPANY, INC. 


Ritter 


COMPANY, INC. 
ROCHESTER, NEW YORK 


Medical-Hospital Division 


8154 Ritter Park 
Rochester 3, New York 


Please send me literature on the Office 
Bovie Electrosurgical Unit. 


Name.......... 


Address 
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YOUR 


GUIDE TO 


CURRENT PUBLICATIONS 


Quarterly 
Cumulative 
Index Medicus 


WITH AUTHORS AND SUBJECTS... 


Divided into sections, one devoted 
to books and the other to periodical 
literature, the QUARTERLY CUM- 
ULATIVE INDEX MEDICUS con- 
tains a list of current publications 
alphabetized as to authors and sub- 
jects. The exact bibliographic refer- 
ence is given under the author with 
titles in the original language, while 
titles under subjects are all in Eng- 
lish. The index also includes a 
listing of journals, addresses and 
publishers. 


SUBSCRIPTION PRICE $25.00 PER YEAR 
CANADIAN AND FOREIGN $27.00 PER YEAR 


The QUARTERLY CUMULATIVE 
INDEX MEDICUS appears twice a 
year; volumes are cloth bound and 
cover periodicals for six months as 
indicated on the publication. These 
two volumes will be a convenient 
and inclusive reference for current 
medical literature. Invaluable for 
practitioners, specialists, teachers, 
editors, writers, investigators, stu- 
dents and libraries. 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET 
CHICAGO 10, ILLINOIS 
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combining proteolytic, antibiotie, corticoid activity 


CLEANS the wound 


® removes necrotic tissue, crusted cell debris, 
pyogenic membrane, exudates 


® exposes wound surface to full effects of the anti-infective and 
anti-inflammatory agents 


CLEARS infection 


® destroys both gram-negative and gram-positive bacteria 
@ prevents further bacterial invasion 


CONTROLS inflammation 


¢ reduces topical erythema, edema and pruritus 


Each gram of Chymar Ointment contains: 
Proteolytic Activity*...10,000 Armour Units 
Neomycin Palmitate (as base)...... 3.5 mg. 


Hydrocortamate Hydrochloride. ...1.25 mg. 
In a water-miscible base, 


*Provided by a concentrate of the pancreatic enzymes (e.g. 
chymotrypsin and trypsin). 


The extremely high water solubility of the 
corticoid assures maximum penetration. 
The water-miscible ointment base permits 
fullest release of the medicaments for full- 
est therapeutic benefit. Systemic effects do 
not occur; hypersensitivity reactions are un- 
common, 


Chymar Ointment is available in 1/6 oz. (5 Gm.) and 1/2 oz. (15 Gm.) tubes, 


ARMOUR PHARMACEUTICAL COMPANY «© KANKAKEE, ILLINOIS 


ARMOUR A Leader in Biochemical Research 


contact dermatitis - infectious dermatitis - seborrheic dermatitis - stasis 


dermatitis - neurodermatitis (infected) - burns - cuts and abrasions - boils - psoriasis - impetigo + ulcers + eczema 
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PROTECT SKIN 


AGAINST A WIDE RANGE OF IRRITANTS 


in industry 


e in the home 


Silicote provides an important advance in protecting 


skin from dry and aqueous irritants—prophylactically 


to prevent skin maceration, and therapeutically to 


exclude water, soap, and other substances from derma- 


toses that may be aggravated by them. 


Clinical tests show that Silicote provides 


excellent protection against soap and 


water and soluble cutting oils.’ 


The protective property of Silicote is 


purely mechanical. Protective efficiency 


is necessarily determined by the nature 


and frequency of exposure. Freq y of 


application should be adjusted to pro- 


vide adequate protection with minimum dosage. 


SUGGESTED DOSAGE: Cleanse area thoroughly with 
soap and water. Apply thin film as required and rub 


in well. If skin is exposed constantly to irritant, apply 


every 2-4 hours, or as needed to provide protection. 


It is not necessary to remove original coat before 
rg applying subsequent coats. Any objectionable greasi- 
In Housewife's Eczema 
Industrial Dermatoses 
Chapping—Chafing 
Intertrigo 

Diaper Rash 

Chronic Dermatoses 
Aggravated by Soap 
and Water 


SILICOTE CONTAINS 


30% dimethicone (silicone) in a anes 


specially prepared petrolatum 
base. Contains no water-soluble 
ingredients, 


Send for samples and ea 
literature 


1. Shaw. J. M., and Crowe, F. W.: 
Skin Protective Ointments. Arch. 
Dermat. & Syph. 71: 379, 1955. 


ARNAR-STONE LABORATORIES, INC. MT. PROSPECT, ILLINOIS 


In Canada: Brent Laboratories, Ltd., Torento 


ness may be removed by wiping with a dry cloth, or 


washing gently with soap and water. 


CONTRAINDICATIONS: Do not use on weeping or 


infected areas. 
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SILICONE OINTMENT 
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The improved, new local anesthetic. What's the new, highly 
efficient local anesthetic for minor surgical procedures? Many physicians say it’s 
Gebauer’s new Fluro-Ethyl. An actual report: ‘I have used your mixture of 25% 
Ethyl Chloride and 75% ‘Freon’ for skin planing and | find it most efficient for 
my purposes. Freezing is fast, each container lasts a long time, results are 
highly satisfactory”. 


Equally useful as a local anesthetic for incision of furuncles, electro- 
cautery to small cutaneous tags, flat warts, nevi, and alleviation of needle 
pain in hypodermic injection. Non-flammablie, requires no blower. 
Compare Fiuro-Ethyl with the product you have been using. Gebauer 
Chemical Company, 9410 St. Catherine Avenue, Cleveland 4, Ohio 


G FLURO-ETHYL 


‘ube fer doctor's emergency kit. (3) Flure-Ethy! in the aerosol container CHEMICAL COMPANY 


G@) Gebauer's Ethy! Chioride in new Dispenseal amber glass. (2) Metal 
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THEIR 
EFFECTIVENESS 


TYPES OF COLLOID BATHS 
for your every-day skin problems 


for acute, inflamed dermatoses 
AVEENO’ 
Colloidal Oatmeal 
COLLOID BATHS 


red 
uce inflammation - relieve pruritus 


mildly drying wet dermatoses 
Colloidal Oatmeal is available in 18 o7. and 4 |b. boxes 


toses 
chronic derma 
for dry, «“OILATED” 


crusted lesions 


_ soften dry, anh 


0 oz. cans. 
5% added oils) is ava! nl 


th 3 
VEENO ' 'Oilated”’ colloidal (wi 
A 


if 
A LLIENT BAT Ss 
| COLLO 
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Certain skin disorders are due primarily to “‘nerves”, others are 
often aggravated by anxiety, tension, and fear.! 

‘Miltown’ therapy, 400 mg. t.i.d., relaxes the mind and al- 
lays somatic symptoms of anxiety and tension. It was used with 
encouraging results in a series of 164 patients with inflamma- 
tory skin conditions, including atopic, eezematoid and neuro- 
dermatitis, lichen planus, psoriasis, and anogenital pruritus.” 

‘Miltown’ has been found “an effective addition to conven- 
tional dermatological therapy.”* Results were achieved “with- 
out impairment of physical activity or mental alertness.’’* 


References: 1. Cahn, M. M.: The use of tranquilizing drugs in dermatology. J. Albert 
Einstein M. Center 4:161, Sept. 1956. 

2. LeVan, P. and Wright, E. T.: Use of tranquilizers in diseases of the skin—A preliminary 
report. California Med. 85:87, Aug. 1956. 

3. Sokoloff, O. J.: Meprobamate (Miltown) as adjunct in treatment of anogenital pruritus. 
A.M.A. Arch. Dermat. & Syph. 74:393, Oct. 1956. 


Miltown 


re WALLACE LABORATORIES, New Brunswick, N. J. 
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FOR TOPICAL BACTERIAL INFECTIONS 


Antibiotics 


" Of proven effectiveness 


_‘CORTISPORIN'® ‘Aer 
bra n B Sulfate 


That rarely sensitize tation 000 Unis 


Neomycin Sulfate...5 mg. 
%)10 mg. 
in a special 


= To which resistance 
bottles of 10 cc. 
or cross-resistance 
rarely develops clinically 


= That are seldom 


BACTERICIDAL 
used systemically ‘NEOSPORIN'® ach cc. 
Antibiotic Lotion brand Poiymyxin Sulfate 


10,000 its 

Neomycin Sulfate...5 mg. 

ina 
water-miscible lotion 

Plastic squeeze 

bottles of 20 cc. 


The assurance of proven formulas — 
““Cosmetically acceptable” 
to the patient 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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hich, Cheamy Lather 
with improved 


CAKE 


Lowila Cake now lathers 

like soap. Its new luxuriant 

lather is creamy, more abundant 
. more pleasing to patients. 

It cleans tender or dermatitic 


skin with virtually no irritation. 


In bar form. Write for samples. 


WESTWOOD PHARMACEUTICALS | 
Buffalo 13, NEW YORK 
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new for total 
management 


of itching, 


Dermatitis repens {with staph 


inflamed, | 
infected 
shin lesions 


antipruritic /anti-inflammatory/antibacterial/antifungal 
of ankle—5 years duration - 

Mycolog Ointment — containing a new superior topical corticoid Kenalog — re- i 

duces inflammation,?* relieves itching,” and combats or prevents bacterial, 

monilial and mixed infections.*” It is extremely well tolerated, and assures a rapid, 

decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients ... obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.”* 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
relief of itching, burning and inflammation’* — neomycin and gramicidin for power- 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 


albicans infections.** 


Squibb Quality — the Priceless ingredient 


«spectnocin’®, ‘mycosrarin’®, 
‘KENALOG’ ARE SQUIBB TRADEMARKS 


weeks duration 
4 
4 
4 
2 Cleared in 20 days 
Ape t A t ach g plie &. (0.1%) triam. 
Ret y 3:164 (Nov.) 19 Nix, T.E., Jr., and Derbes, V.J HB’ 
f Med., U. Maryland 43.54 (July) 
4 j M. y3 Nov.) 19 ~ 
j t t y base and 
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Editorial 


The Scope of Cutaneous Malignancy 


The scope of the subject of cutaneous malignancy is broad indeed; it includes 
many considerations in addition to the morphology of cutaneous tumors. It en 
compasses not only the practical aspects of diagnosis but also all the investigations 
by research, the methods of prevention, and all the proved or proposed methods 
of treatment of malignant tumors of the skin. 

It is difficult to discuss the scope of the cancer problem in relation to. skin 
cancer, for the problem of cancer is specific for each branch of medicine. For 
example, skin cancer has aspects which are unique to dermatology, for we have a 
decided advantage in being able to study precancerous lesions and very early 
cancers and may thus conjecture about their histogenesis. Nonetheless, derma 
tologists should keep abreast with what is being done in the study of all types of 
cancer, for they all have some characteristics in common. 

The problem of skin cancer is intimately connected with the campaign against 
all cancer, and it is my opinion that dermatologists should be much more active 
than they have been in the broad attack that is being carried on by the American 
Cancer Society and other public health organizations. It is our duty to disseminate 
more accurate knowledge about the carcinogenic properties of external factors, 
such as the effect of the rays of the sun and chemicals on cutaneous cancer, and 
about the congenitally susceptible types of integument. We should assist) in 
educating the public concerning the effective treatment of potentially cancerous 
lesions, such as keratoses, leukoplakia, and certain sears. 

We, as dermatologists, are aware that we have no official status as cancer 
therapists. The teaching institutions that have tumor clinies are regulated by the 
rules of the Joint Commission of Hospital Accreditation, which require that skin 
cancers be evaluated by a tumor committee. If the treatment chosen is radiation, 
the patient is sent to the radiology department; if surgery, to the surgeons. So 
far as | know, such institutions do not send patients for whom radiation is 
indicated to the department of dermatology. 

There are some easily understood reasons for this modus operandi. Histori 
cally, cancer was treated by surgeons (by excision, cautery, ete.), but let us 
look at some other very interesting historical facts. Roentgen rays were first used 
to treat skin cancer by dermatologists. In this country such pioneers as Pusey, 
loerster, and others startled the medical world with their rather simple office 


Submitted for publication Dec. 20, 1958. 
Introductory remarks, Symposium on Cutaneous Cancer, American Academy of Derma 
tology, Dec. 8, 1958, Francis W. Lynch, M.D., Chairman. 
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methods, which were, nevertheless, highly effective. At that time, gas tubes were 
used, and dosage was, one might say, personal. Perhaps some of the results 
provoked occasional justifiable criticism, even antagonism. Later, men like Mac- 
Kee and, of more recent date, Cipollaro, after the advent of the Coolidge tube, 
evolved a fairly accurate technique, with a great improvement in the proficiency 
of radiation therapy. But the therapeutic work was done largely in private offices 
or in dermatologic clinics, and thus hospital staffs were not familiar with either 
the methods or the results. ven today the medical practitioner does not have 
the opportunity to see us treat skin cancer as, for example, he may have to observe 
any surgical procedures he desires. 

Karly diagnosis is the universal plea of all cancer workers. I doubt if any 
other group has the same opportunity as have dermatologists to diagnose and 
treat early skin cancer. In my own practice | have observed great changes in the 
types of skin cancers that I encounter. In my early years, I saw only large, 
destructive cancers. Now, the majority of cutaneous cancers that I treat are 
small, with a great improvement, of course, in their curability and prognosis. 
Our outstanding service to the public, therefore, should be our ability to diagnose 
early skin cancer, at which time there can be no doubt about the efficacy of our 
therapeutic methods. 

Now as to some specific examples: The public is intensely interested in moles, 
but | am afraid that we have not assisted them as much as we should like to 
because of our inability to make positive predictions about this common lesion. 
Fortunately, present-day researches on melanogenesis may shortly result in ac- 
curate methods for evaluating the propensities of a given mole. If and when such 
tests are evolved, dermatologists will be in a position to play a large role in the 
prevention of malignant melanomas. 

Kpithelial tumors constitute the majority of the lesions that dermatologists 
encounter, but an analysis of the various growths that may be encountered in a 
dermatologic practice reveals that our tumor problem includes a much wider 
variety of lesions than those that originate in the surface epithelium. We are 
concerned with lesions that may occur either on the skin, the subcutaneous tissues, 
or the visible mucous membranes, all lesions occurring in anatomic areas which 
are readily accessible, easily inspected, and palpated without the necessity of 
surgical exposure. The tumors may originate from either epithelium or from 
nonepithelial tissue, and their histogenesis is influenced by their anatomic location. 
The lesions may be benign or malignant, both clinically and microscopically. 

When the many lesions which may come under dermatologic consideration are 
listed, their number is surprising. The epithelial tumors may be listed as follows: 
A. Epitheliomas 

1. Nevoid 

2. Basal (many types) 
3. Mixed type 

4. Squamous 


B. Adenomas 
1. Sweat gland 
2. Sebaceous gland 
3. Cylindromas 


C. Melanomas (many types) 


Vol. 79, June, 1959 
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D. Nonepithelial 
1. Fibromas 

Lipomas 

Chondromas 

Osteomas 

Lymphoblastomas 

Dermatomyomas 

Neuromas 

Sarcomas 
(a) Fibrosarcomas 
(b) Spindle-cell sarcomas 
(c) Angiosarcomas 
(d) Neurosarcomas 

This list, it must be emphasized, is not intended as a classification but is 
presented merely to emphasize the extent and variety of the tumors that le within 
the domain of the dermatologist. 

The diagnosis of early accessible tumors is relatively simple, largely because 
of the ease with which tissue may be secured for microscopic examination, but | 
should like to emphasize the great advantage to the patient when the physician is 
able to correlate, within the scope of his own knowledge, the clinical and 
microscopic aspects of the case. This may be illustrated by a recent personal 
experience with a verrucous lesion occurring on the lip which had been diagnosed 


microscopically, from a biopsy specimen, as squamous-cell cancer. My clinical 


diagnosis was keratoacanthoma, and a review of the slide substantiated that 
diagnosis, with a resultant great change in the prognosis. | cite this instance in 
order to emphasize the value of refined knowledge in a specialized field. Kerato- 
acanthoma is a lesion with which dermatologists have become familiar because of 
their interest in precancerous and potentially cancerous lesions, but | doubt if our 
knowledge of this particular lesion has been brought to the attention of many 
surgeons or general pathologists. 

Other examples of lesions which concern us a great deal more than they do 
others might be cited; for example, Bowen's disease, or again such special condi 
tions as lesions of the glans penis, or the Pagetoid lesions, either mammary or 
extramammary. Too, arsenical cancer, and cancerous changes in arsenical kera 
tosis, as well as superficial epitheliomatosis, are conditions that have been docu 
mented by dermatologists and that come into consideration in the differential 
diagnosis of a number of cutaneous conditions. We are in a position to call such 
conditions to the attention of the medical profession in general, for it can readily 
be seen that a knowledge of dermatology is of great value in the diagnosis of 
cutaneous malignancy. While a histologic diagnosis of a doubtful lesion is avail 
able to every physician, it fails to give him the satisfaction of a combined clinical 
and microscopic diagnosis. 

Irom the patient’s point of view, treatment is the most important part of the 
cancer problem. An individual type of therapy is associated in the minds of the 
lay and medical public with the individual medical specialties, e. g., surgical 
excision with surgeons, radiation therapy with radiologists, and roentgen-ray 
therapy with dermatologists. On the whole, the division is probably justified, but 
| believe it should be decried. The evaluation of the treatment to be advocated 
for a particular lesion should rest on a careful survey of all the advantages of a 


certain treatment over others for a particular patient. The treatment of choice 
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may not lie within the therapeutic scope of the attending physician, but the treat- 
ment of choice if available, and it usually is, must be offered to the patient. 

This brings us back to our theme, the scope of cutaneous malignancy. The 
scope must include what others can do, as well as what an individual person can do. 
Practicing dermatologists who are not associated with teaching institutions having 
cancer clinics are prone to become satisfied with the results of their individual 
treatment. It must be borne in mind that evaluation of results can only be de- 
termined by statistical studies, and these are difficult for an individual person to 
make. Personal appraisal is often unconsciously prejudiced, One must realize that 
progress is constantly being made in all fields of therapeutics, and our established 
procedures should be abandoned when better ones are established. 

Skin abrasion has been an impetus for dermatologists to extend the use of 
surgical methods for the removal of certain lesions. It has also prompted some 
to undertake others forms of cosmetic repair and reconstruction. However, if we 
include procedures within our scope, it will require additional training and_ the 
extension of our functions as established by the American Board of Dermatology. 
Such extension requires serious appraisal before approval will be granted, | am 
sure, but it deserves serious consideration. Hutchinson, in 1890, in a lecture on 
medical education, said, “As soon as the specialist tries to transcend his specialty, 
the physician or surgeon to get out of his routine, he needs a larger nomenclature 
and a more complete classification.” 

We are all aware of the shortcomings of some of our procedures in dealing 
with skin cancer. One of the more prominent deficiencies is our inability ac- 
curately and completely to outline the boundaries of a cancer and its ramifica- 
tions. Thus, recurrences are often merely renewed growth or extension of a 
lesion because the entire diseased portion was not reached by the treatment. 
Accurate methods of delineating a growth are needed and, if perfected, would 
prevent a great deal of anxiety and suffering. Plastic surgeons have long been 
aware of delayed reactivation and have considered the merits of a long delay 
between primary excision of (especially) basal-cell cancers and their ultimate 
cosmetic repair. 

I have attempted to call to your attention oniy a few of the aspects of cancer 
which ¢ome within our scope as dermatologists. The most superficial survey of 
this important subject must make one realize the need for continuous review and 
additional education, since, in order to remain abreast of the scope of present-day 
knowledge of cutaneous malignancy, one must seek out and accept new views and 


new facts as they become established. 


Henry Micuerson, M.D. 
Medical Arts Building 
Minneapolis 
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Prolonged Administration of Triamcinolone 


Dermatologic Disorders 


Therapeutic Efficacy and Side-E ffects 


NORMAN 8B. KANOF, M.D.; SAUL BLAU, M.D.; RAUL FLEISCHMAJER, M.D., and BERTRAM MEISTER, M.D., 


New York 


Triamcinolone ( Aristocort *) is a potent 
corticosteroid. Its effectiveness as a mor- 


bidostatic anti-inflammatory, anti-allergic, 
and antirheumatic agent has been reported 
by many investigators.’ 

Side-effects also result from the use of 
triamcinolone. It the this 


report to record the therapeutic efficacy and 


purpose of 


the incidence and severity of side-effects 
with prolonged administration of triam 
cinolone to patients with various inflamma- 


tory, allergic, and pruritic dermatoses. 


Background 


There has been an intensive search for 
corticosteroid analogues with greater anti- 
inflammatory activity and less serious side- 
effects than cortisone and hydrocortisone. 
Some of these new corticosteroids have an 
enhanced = anti-inflammatory activity and 
less water and salt retention (prednisone 
However, when a 


and prednisolone). 


fluorine particle was added to hydrocorti- 


Submitted for publication Oct. 18, 1958. 
From the Department of Dermatology and 
New York University Post- 
Graduate Medical School and the Skin and Cancer 
Unit of the University Hospital. 


Syphilology of the 


* The Aristocort used in this study was supplied 
by Lederle Laboratories Division, American Cyana 
mid Company, Pearl River, N. Y. 

CH,OH 


PREDNISOLONE 


9a - FL UOROPREDNISOLONE 


sone and prednisolone in the 9-@ position, 
increased anti-inflammatory properties were 
marred by increased salt and water reten- 
tion. Bernstein et al.,® studying one of the 
last mentioned compounds, found that the 
addition of a hydroxyl group in the 16 
position resulted in a new corticoid with 
potent anti-inflammatory effects without salt 
and water retention. 

In animal assays, this new compound, 
triamcinolone fluore-16 hydroxy pred- 
nisolone), showed no sodium retention and 
was 18 to 36 times more potent than hydro- 
cortisone in the rat liver glycogen test 
Hellman et al.! investigated the metabolic 
activity of triamcinolone and its effect on 
rheumatoid arthritis. They reported some 
loss of sodium and water but little change 
in nitrogen, calcium, and potassium balance. 
The drug has a profound antirheumatic 
effect. 


new compound in the treatment of bronchial 


Sherwood and Cooke * evaluated this 


asthma and allergic rhinitis and found 


triamcinolone to be twice as potent as pred- 
nisone or prednisolone on a weight basis, 
Black 


the antirheumatic 


and they reported few side-effects. 


et al.,” however, found 
potency of triamcinolone to be equal to 
that of prednisolone. They noted weight 


loss and profuse sweating, especially among 
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postmenopausal women, and a lower inci- 
dence of epigastric pain, as compared with 
prednisolone. Hellman et al.* noted a good 
response to triamcinolone in four of five 


children with clinical and laboratory  find- 


ings of nephrotic syndrome. One of us *® 
reported the potent anti-inflammatory and 
antipruritic properties of triamcinolone in 
a variety of dermatologic disturbances. The 
drug was found to be one-third more potent 
than prednisolone on a weight basis. Side- 
Du- 
reported the effect of triamcinolone 


effects were few and mild in degree. 
bois ® 
ina series of 28 patients with systemic 
lupus erythematosus, who were observed as 
long as nine months. Daily doses up to 64 
mg. were given, and side-effects were mod- 
erate. Shelley, Harun, and Pillsbury 7 have 
reported their experiences with triamcino- 
lone (Aristocort) in dermatology, with par- 
ticular 


emphasis on its” effectiveness in 
Hartung * 
effects he encountered in the use of triam- 
long-term treatment of 
rheumatoid arthritis. 


psoriasis. discusses the side- 


cinolone the 


Materials and Methods 


Seventy-five patients from private practice are 
included in this study. Twenty-eight were males, 
and forty-seven females. Their ages ranged from 
4 to 75 vears. The majority presented widespread 
eruptions, characterized by a marked inflammatory 
reaction and severe pruritus (Table 1). Several 
of these patients had previously been treated with 
other corticosteroids. Triamcinolone was supplied 
in 2 or 4 mg. tablets. The daily amount was taken 
in four doses from & mg. up to 32 mg. daily 
(average 22-24 mg.), depending upon the nature 
This initial sup- 


and severity of the dermatosis 


Taare 1.—Dermatoses Treated with Triamcinolone 


Atopic dermatitis 
Psoriasis 

Contact dermatitis 
Seborrheic dermatitis 
Exfoliative dermatitis 
Nummiular eczema 


Alopecia areata 

Lichen planus 

Pemphigus erythematodes 
Dermatitis herpetiformis 
‘Toxicoderma 


Infectious eczematous dermatitis 
Urticaria 


—wnwen 


58/632 


A, M. A. ARCHIVES OF DERMATOLOGY 
pressive dose was continued until marked clinical 
improvement which time the 
amount of the drug was slowly reduced until a 
maintenance level This ranged 
from 2-16 mg. daily (average 8 mg.). The patients 
were observed at one-week intervals while on the 


was observed, at 


was determined. 


initial dose-determination phase and two 


weeks during the maintenance period. At each visit, 


every 


blood pressure and weight were recorded and a 
urinalysis was performed. There was no restriction 
of sodium intake, and no potassium supplement was 
given. Fifty-eight 
uninterrupted therapy for periods ranging from 3 
Twenty-five patients re- 
for 6 months or more and 


patients were maintained on 


months to 16 months. 


ceived triamcinolone 
12 for more than 10 months. 


Comment on Results 


Triamcinolone is an effective corticoster- 
oid for the treatment of various dermato- 
logic disorders. Of 37 patients with atopic 
dermatitis, 35 showed marked improvement 
with triamcinolone. Eleven cases of contact 
dermatitis due to various allergens cleared 
promptly. Four or five cases of psoriasis 
showed marked improvement. Two cases 
of pemphigus erythematodes were satisfac- 
torily controlled. Regrowth of hair in two 
patients with alopecia areata was attained 
and maintained with triamcinolone. Ther- 
apy was discontinued in one patient because 
of severe vertigo and nausea and in a 
second because of severe abdominal pain 
with radiographic confirmation of a peptic 
ulcer. 

In those patients who had been treated 
with prednisolone, the effective dose of 
triamcinolone averaged two-thirds that of 
prednisolone, milligram for milligram, for 
a comparable therapeutic response. 

The optimal initial dose will vary, but 
24-32 mg. daily of 
week will 


the administration of 


triamcinolone for one result in 
rapid and marked improvement almost 


When 


achieved, a maintenance level is determined 


every case. this result has been 


by very gradual reduction of the daily 
dose. Skillful use of local medications and 
concomitant systemic therapy will assist in 
maintaining a satisfactory therapeutic re- 
sponse with small daily doses of the steroid 
and 


will occasionally allow its complete 
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withdrawal. There is, of course, no sub- 
stitute for the identification and elimination 
of the cause in contact dermatitis, after the 


acute episode is controlled by triamcinolone. 


Side-Effects 


The incidence of side-effects in this series 
was low in number and mild in degree. 
Therapy was discontinued in only two in- 
stances. There were no significant changes 
in blood pressure, and one hypertensive 
patient showed reduction in blood pressure 
treatment. was not 


while under 


2.—Stde-E ffects from Triamcinolone 


Moon facies 8 
Acneiform eruptions 8 
Stomach pain 3 


Nausea $ 
Hypertrichosis - 4 
Severe perspiration 2 
Glycosuria 
Vomiting 1 
Headaches. 1 
Vertigo 1 
Mental depression 1 
Stomach ulcer 1 
Cellulitis i 


observed. Glycosuria developed in only one 
the 
while taking prednisolone. Gastrointestinal 


patient, who had same complication 
discomfort was noted in three patients but 
was controlled by the administration of ant- 
acids. One patient: with abdominal pain 
showed x-ray evidence of peptic ulcer. The 
ulcer may have existed prior to. therapy, 
since the patient received the drug for only 
three days. Three patients complained of 
nausea, and one, of vomiting. 

There was one instance each of vertigo 
and headaches. Euphoria was not observed. 
One patient with severe mental depression 
and previous suicidal tendencies was able 
to take large doses of triamcinolone without 
worsening her psychiatric status. Increase 


In appetite was not observed. In many 


patients, there was diminished desire for 


food. ‘Thirty-three patients experienced 
weight loss; fourteen gained weight, and in 
twenty-five there was no significant change. 


Thirteen patients who lost weight had re 


Kanof et al 


ceived prednisolone prior to the administra- 
tion of triamcinolone. In no instance was 


weight loss associated with weakness or 
other objectively discernible disability, and 
it was frequently welcomed by the patients. 

Kight patients developed moon facies; 
three, moderate hypertrichosis, and two pa- 
tients complained of profuse perspiration. 
Moderate acneiform eruptions were ob- 
served in six patients, and two developed a 
severe papulopustular eruption involving 
the face, back, and chest. One patient de 
the elbow, 


which responded slowly to antibiotic ther 


veloped cellulitis on right 


apy. 
Summary 


Seventy-five patients with various derma- 


were treated with triamcinolone. 


hifty-eight took the drug, without interrup 
tion, for 3 to 16 months. 


toses 


Triameinolone was administered in 2 or 


4 mg. tablets. The average initial daily dose 
was 22-24 mg. The average maintenance 
dose was 8 mg. daily. 

Triameinolone has marked anti-inflamma 
tory and antipruritic effects in many der 
matoses. 

Side-effects encountered with triamecino 
In two instances these 
necessitated cessation of therapy. Weight 
Most of the 


lone are enumerated. 


loss was observed in 33 cases. 
side-etfects were mild. 
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Smoking, Necrobiosis Lipoidica, Granulomatosis 


Disciformis Chronica Progressiva 


EDWARD J. RINGROSE, M.D., Berkeley, Calif. 


Smoking by constitutionally predisposed 
persons causes necrobiosis lipoidica 


beticorum”” nondiabetics, causes the 
apparently identical) granulomatosis disci- 
formis chronica progressiva, and aggravates 
necrobiosis lipoidica diabeticorum dia 
betics—this hypothesis may be important 
in clarifying the etiology of necrobiosis 
lipoidica and granulomatosis —disciformis 
chronica  progressiva. 

The condition recognized by most derma 
tologists as necrobiosis lipoidica diabeti 
corum was first deseribed by Oppenheim,' 
in 1929, as dermatitis atrophicans lipoides 
1932, 


name by which we now call it, but, ever 


diabetica. Urbach,? in gave it. the 
since Goldsmith," in 1934, recorded a case 
nondia 
this 


condition. Thus, Hildebrand, Montgomery, 


without diabetes, more and more 


betic patients have been seen with 
and) Rynearson,? 1940, found approxi 
mately 10 of their cases, and those re 
ported in the literature prior to that time, 
were nondiabetics. Kaalund-Jorgensen,® in 
1948, found approximately one-third of his 
cases and the cases reported in the more 
Smith,” 
in 1956, found approximately 50 of the 
ARCILIVES 


recent literature were nondiabetic. 


cases reported in the A. M. A. 
oF DERMATOLOGY in the previous years 


were nondiabetic, and his own) cases 


approximately 750 were nondiabetic. 
In 1948, Miescher and Leder‘ described 
diseiformis 


“granulomatosis chronica et 


progressiva.” From their article, this con 
dition appears to be very similar to, if not 


identical with, the nondiabetic form of 


necrobiosis lipoidica diabeticorum. case 
reported by Wells and Goldsmith * as gran 
ulomatosis disciformis chronica et progres 


Submitted for publication Oct. 6, 1958. 


siva (Miescher) was considered suggestive 
of necrobiosis — lipoidica diabeticorum. 
Lever® indicates that this condition prob- 
ably represents neerobiosis lipoidica with 
out lipid deposits. If granulomatosis 
disciformis chronica progressiva is identical 
with necrobiostis lipoidica, as | believe it is, 
this new and beautifully descriptive name 
might be a better designation (and without 
loss of poetic quality) for the nondiabetic 
form of necrobiosis lipoidica, since lipoid 
may not be present, 

Shortly after | presented a patient with 
granulomatosis diseiformis chronica pro 
gressiva at a meeting of the San [Francisco 
Dermatological Society," March, 1956 
(Patient 1), | encountered a second patient 
(Patient 3) that 


either granulomatosis 


with lesions could be 


classified as disci 
formis chronica progressiva or necrobiosis 
lipoidica. Both of these patients smoked 
heavily in my office, and the thought oc 
curred to me that smoking might be impor 
Six after) my 


tant etiologically. months 


presentation of Patient 1, Dr. Ervin’ Ep 
stein! presented a patient with granulo 
matosis disciformis chronica  progressiva 
(Patient 4). On questioning her | found 
she had smoked for over two decades. 
These patients and, in faet, all those herein 
reported have been personally observed by 
me. Pertinent facts regarding them follow. 


Report of Cases 


Parienr 1—A 24-year-old white married regis 
tered nurse and housewife was first examined by 
me on referral from an internal medicine specialist 
on March 14, 1956, for 


aspects of her legs, first noted in September, 1955 


lesions on the anterior 
She had reported to the internist for a complete 
physical check-up on Sept. 22, 1955, after several 


previous hospitalizations for what was diagnosed 
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Fig. 1.—Patient 1. 

as fever of unknown etiology at a veterans’ hos 
pital, in August, 1955, and infectious mononucleosis, 
March, 1953. Her 
complaints in September, 1955, were obesity, with 


while in the Army in main 
marked fluid retention premenstrually, and vague 
pains in her arms, shoulder, and neck. Past his- 
tory was noncontributory except as noted above. 
The physical examination was entirely normal 
154 Ib., some 


tenderness in the temporomandibular joints bilat- 


except. for obesity with weight of 
erally, and left ovary twice normal size. Laboratory 
sedimentation rate, complete 
VDRL-cardiolipin, 


protein-bound iodine, uptake test, and x-rays 


work, including a 


blood cell) count, urinalysis, 
of the temporomandibular joints, were negative. 

The patient was placed on an 800 Cal. 500 mg. 
sodium diet, with excellent results in the obesity 
and weight fluctuations 


March 14, 


erythematous, 


At the time of my examination, on 
1956, 


shiny, firm, flat papules and plaques, which varied 


there were several dusky 
centi- 
of the 


The largest of these was a plaque, 


in size from a few millimeters to a few 


meters, located over the anterior aspects 


legs (Fig. 1) 
measuring 31.7 em. in diameter, located 
the left 


vellowish 


over 
tibia. The central portion of this had a 
hue. 

While in a veterans’ hospital in September, 1955, 
total 338, 
\ subsequent test 


one examination revealed cholesterol 
with cholesterol esters of 230 
at that time showed total cholesterol of 284, with 
esters 185. Repeated urinalysis, two-hour post- 
prandial blood sugar, cholesterol, and cholesterol 
esters, in’ March, 1956, were normal 

Histopathological examination of tissue excised 
from the largest lesion showed changes character 
istic Of necrobiosis lipoidica diabeticorum 

Her that she had 


smoked She 


smoking history revealed 


continuously for 15 or 16 years. 
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started smoking at the age of 13, smoked for two 
months, gave it up until she was 15 or 16, and 
had smoked ever since. She had smoked over a 
package a day for the past five or six years and 
prior to that one-half to one package a day. 
Patient 2.—A 38-year-old white man was pre- 
sented by Dr. H. V. 
diabeticorum the 


Allington as a case of 


necrobiosis —lipoidica same 
meeting of the San 
patient, just described, with granu- 
lomatosis disciformis chronica progressiva. When 
Dr. Allington, on Feb. 17, 1956, he 


presented a lesion on the right lower leg, on the 


Francisco Dermatology So- 


ciety as my 
first seen by 


sur face, 


anteromedial 


yellow and showed some increased vascularity of 


measuring approximately 


The lesion was shiny and pinkish- 
the periphery. The skin appeared to be thin and 
shiny, and yet it also gave the feeling of firm, 
The 


been present for approximately a year. There was 


smooth, nodularity to palpation. lesion had 


no family history of diabetes, and sugar tolerance 


tests were normal. Except for the skin, physical 


examination was normal. Chest x-ray was negative. 
He had a positive tuberculin test. Routine blood 


cell counts, blood sedimentation rate, and urine 


examinations were normal. 
1955, 


characteristic of 


Biopsy performed in November, eight 


months after onset, was necro- 


hiosis lipoidica diabeticorum, and recent review 


acid-Schiff (PAS) 
showed the deposition of a carbohydrate-containing 


of periodic stains by me 


material, as recently described by Engel and 
Hammack.'* 

At Dr. Allington’s suggestion, this man came 
to see me on Sept. 30, 1958. By this 
lesion had enlarged, to measure 4.56 cm. 

The that he had 


smoked for 21 years, starting at age 18; he had 


time the 


smoking history revealed 


never stopped, and he averaged a package of 
cigarettes daily. 
PATIENT 3. 


white 


On March 6, 1957, a 64-year-old 


practical nurse presented multiple — firm 


plaques over the distal aspects of both knees and 
the upper legs. The surface of these was smooth, 


atrophied, and yellowish; telangiectatic vessels 


were prominent. The clinical diagnosis of necro 
biosis lipoidica diabeticorum was made. 
first 


that the lesions had 


four years previously, and they had 


The history revealed 


been noted 


been getting progressively worse. There was no 


history of diabetes, and a subsequent complete 


work-up by her referring internist failed to reveal 
any evidence of diabetes. 
Biopsy was characteristic of necrobiosis lipoidica 


diabeticorum. 


Her smoking history revealed she had smoked 
35 cigarettes daily for 35 years, but recently she 


had cut down to 20 cigarettes daily. 
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PATIENT 4.—On Ervin 
Epstein 
disciformis chronica progressiva at a meeting of 
This 


patient, a 40-year-old white woman, fell over a 


Sept. 20, 1957, Dr. 
presented a patient with granulomatosis 


the San Francisco Dermatological Society. 
child’s wagon eight years previously and injured 


her legs. Soon after this, an eruption appeared on 
her shins, which had been progressive ever since. 


There was no history of diabetes mellitus, except 


that one maternal cousin died of this disease. All 


laboratory findings, including several glucose- 


tolerance tests, had been normal. On examination, 
she presented two bilateral plaques of scaling, mul 
tiple tiny ulcerations, enlarged blood vessels in the 
lesions, erythema, and yellowish discoloration. In 
addition, there was a smaller plaque higher on the 
right leg, which was not ulcerated but was smooth, 
shiny, and slightly purplish. 

This patient had been referred to Dr. Epstein 
by a general practitioner, with the diagnosis of 
necrobiosis lipoidica diabeticorum. The only un 


usual feature was the marked atrophy in’ some 


areas, suggesting acrodermatitis chronica atrophi 
cans. There were yellowish indurated plaques, 
with interspersed areas of cigarette-paper atrophy, 
and underlying large blood vessels could be seen 
through the skin. The ulcerations developed after 
an Elastoplast bandage was applied and were not 
a primary manifestation 

Smoking history revealed that she had) smoked 


continuously for 22 years and that she averaged 


10 cigarettes, or one-half package, daily 
1957, a 37-year-old 


widowed white housewife presented a 22.5 cm 


Patient 5.—On Oct. 21, 


near the center of the anterior 
(Fig. 2). 


translucent, shiny, yellowish, nodular plaque with 


lesion aspect of 


the right leg This consisted of a firm 


depressed center slightly elevated 


The 


slightly 


border. skin on its surface was atrophied 


Fig: 2 


Patient 5. 


Ringrose 


The 


disciformis 


and showed tiny telangiectases. alternate 


clinical diagnoses of granulomatosis 


chronica progressiva and necrobiosis — lipoidica 


diabeticorum were made 

The patient stated the lesion had started as a 
small reddish spot two vears previously and had 
slowly enlarged. There was no history of diabetes 
in the patient or her relatives, and her referring 
physician could find no evidence of diabetes be 
fore or after her consultation with me 

siopsy was characteristic of necrobiosis lipoidica 
diabeticorum. 

Smoking history revealed she had started smok 
ing 15 years before, at the age of 22, and had 


smoked ever since. At. first she smoked only a 


few cigarettes a day but gradually increased this 
to three-fourths of a package per day, her present 
rate 

PATIENT 39-year-old) white housewife 
presented a large firm plaque and a few smaller 
plaques on the anteromedial aspect of the right 
leg and similar plaques on the left leg and ankle 
The 


centers of these were slightly yellowish, smooth, 


and on the anterior aspect of the right thigh 


and atrophic, while their borders were slightly 


elevated and pink, with prominent telangiectatic 


blood vessels. These lesions were all characteristi 
of necrobiosis lipoidica diabeticorum 

The history revealed that the patient was dis 
covered to have diabetes following diabetic coma, 


in 1942 


diabetes, she developed the first lesion on her right 


In 1948, six vears after discovery of her 


leg. In spite of treatment for her diabetes, new 


lesions have continued to develop, and the most 
recent one, on the thigh, started one and one-hali 
diabeticorum 

Biopsy Was characteristy of necrobiosis a 
vears ago 


Smoking history revealed she started smoking 


at the age of 16 years, 23 vears before my first 


seeing her, 7 years before discovery of her dia 


betes, and 13° vears before her first) lesion of 


necrobiosis lipoidica diabeticorum She now 


smokes an average of two packages of cigarettes 


daly and has averaged this amount for the past 


10 years. At times she will smoke up to a mani 


mum of two and one-half packages a day 


Parienr 7.— A 46-year-old white married house 


wife presented two oval lesions with elevated 


borders and depressed atrophic centers on the 


anterior aspect of the left lee below the middle 
These were vellowish bronze in color and had small 


The 


Upper 


lower 
} 
em. They had been present for four or five years 
Phe clinical 
diagnosis of necrobiosis lipoidiea diabeticorum: was 


Blood 


telangiectatic vessels in their centers 


lesion measured em. and the 


and had been slowly mereasing in size 


made, but repeated urinalyses were normal 
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cholesterol and glucose-tolerance tests were also 
normal 
Biopsy was characteristic of necrobiosis lipoidica 
diabeticorum. 
This patient began smoking at about age 18 
years, only a few cigarettes a week, but by age 25 


Now, 


at age 51, she smokes about 20 cigarettes a day, 


she was smoking about one-half package. 


and the lesions are growing gradually 


Comment 


Aside from the decreasing frequency of 


lesions recognized as 


the 
necrobiosis lipoidica diabeticorum with dia 


association of 


betes and the fact that vascular changes are 
generally considered important in the patho 
genesis, the etiology of this disorder has 
remained obscure. The consistent finding, 
therefore, of smoking, usually heavy, asso 
ciated with this clinical picture is sugges 
tively stimulating. It may be that smoking 
bears as important a relationship to necro 
biosts lipoidica and granulomatosis disci 
formis chronica progressiva as it does to 
Buerger’s disease. 
that 


these two disorders is very similar in some 


It is also interesting to 
find the vascular histopathology of 
respects, though larger vessels are involved 
in Buerger’s disease and only the very small 
ones in necrobiosis lipoidica diabeticorum 
and its identical twin, granulomatosis dis 
ciformis chronica progressiva. 

Many, if not all, of the histopathological 
changes seen necrobiosis lipoidica dia 
beticorum and granulomatosis disciformis 
chronica progressiva can be explained on 
the basis of a chronic recurring ischemia 
leading to a panvasculitis. 

Since many of the complications seen in 
diabetes mellitus are vascular ones, it is not 
surprising that a peculiar, vascularly based 
have 
The fact 
that it is rare, even in diabetics, indicates 


entity, necrobiosis lipoidica, should 
first been described in diabetics. 


that there must be other factors aside from 
that 
probably include hereditarily imposed con 


the chabetes are important. These 


stitutional deficiencies, stasis phenomena, 
and trauma, among others, that lead to an 
extra metabolic burden on an already de 


ficient vascular system. 
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Recently Engel and Hammack '* have 
found a marked plasma elevation of the 
total protein-bound hexose, az-globulin, and 
a2-glycoprotein in the blood along with a 
diastase-resistant PAS-positive material in 
the damaged vessels of eight patients with 
necrobiosis lipoidica. They also found the 
viscosity of the serum of patients with 
necrobiosis — lipoidica diabeticorum was 
greater than that of normal serum at the 
normal skin temperature of the lower ex- 
that multiple 
factors might be present, leading to necro- 


tremities. They suggested 
biosis through occlusion of blood vessels 
by a carbohydrate-containing material de- 
posited from the plasma. They postulated 
an interesting tentative mechanism for the 
formation of the lesions of neerobiosis 
lipoidica. 

Whatever the total underlying picture 
may ultimately prove to be, smoking has 
appeared to be a common agent, responsible 
for the development of granulomatosis dis- 
ciformis chronica progressiva and necro- 
biosis lipoidica diabeticorum in the several 
recent cases that | have observed. Smoking 
may well be important in precipitation of 
many cases in diabetics and may well ex- 
plain the progression of lesions as well as 
the occurrence of new ones in’ smoking 
diabetics, as in Patient 6. 

The sequence of events may be some- 
thing like this: A hereditarily predisposed 
person, usually female, because of meta- 
bolic, structural, physiological, or other con- 
stitutional defects, acquires the habit of 
smoking. This subjects the person to the 
influence of nicotine possibly other 
tobacco constituents, including — pyridine, 
other 
tarry and phenolic substances, furfural, and 


nitrogenous bases, volatile acids, 
acrolein) which subjects his blood vessels 
to intermittent spasm and results in inter- 
mittent ischemia of the vessel walls them- 
selves and of the tissues supplied by these 
vessels. Ischemia to the vessel walls leads 
first to intimal swelling and subsequently 
to damage to all layers of the vessel. Ac- 
cumulation of a reaction 
develops throughout the blood vessel walls 


granulomatous 
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(such damaged vascular walls would be 
more subject to deposition of the carbohy- 
drate-containing material suggested above 
by Engel and Hammack '*). Were it not 
for the intermittent character of the smok- 
ing habit, which allows partial recovery 
between cigarettes, more serious lesions in 
the nature of small infarets with complete 
necrosis of collagen might well develop. 
With the changes taking place as de 
scribed, however, there is progressive vas- 
cular leading to a 
destructive 


damage, precarious 


balance between and repair 
processes, and at this time a slight injury 
may be all that is necessary to tip the 
scales beyond where complete repair is 
necrobiosis — ( Necrobiosis 
meaning 
detined 


latest medical dictionary as follows: 


and 
nekros, 


possible, 
| Greek 
meaning life] is 


dead + biosis, 
in Dorland’s '® 
“The 
physiologic degeneration and death of col- 
lagenous tissue with sufficient preservation 
of bundles to keep a fairly normal pattern, 
despite disintegration and disappearance of 
the 


The intermittent relaxation of vessel walls 


nuclei.””) becomes clinically evident. 


between cigarettes, as previously stated, 
probably allows for sufficient repair, and 
so the tissues are only slowly deprived of 
their metabolic needs and necrobiosis rather 
than necrosis results. Since the lower ex 
tremities are subject frequent bumps 
and are sites where repair of any damage 
is slower owing to stasis phenomena, lower 
skin temperature, ete., a predilection for 
the lesions of necrobiosis lipoidica diabeti 
corum and granulomatosis — disciformis 
chronica progressiva for the lower extremi 
ties, and especially of the lower extremities 


between knee and foot, is not) surprising. 


As pointed out by [engel and Hammack,'* 


this area in women is more frequently 
exposed to extremes of temperature than 
the same area in men, but even in men this 
area is less warmly clothed than most other 
parts of the body. 

It is that the 


contained in tobacco is responsible for pro 


well established nicotine 


found cardiovascular effects, and Goodman 


and Gilman !* state: 


Ringrose 


Smoking of tobacco under controlled conditions 1s 
known to produce peripheral vasoconstriction, espe- 
cially in the skin in the vast majority of persons, 
regardless of whether they are healthy or suffer- 
ing from vascular disease and independently of the 
length of time tobacco has been used. The vaso- 
constriction is accompanied by a marked fall in 
skin 


pathectomized extremities. 


temperature; it does not occur in sym- 


That the deleterious effects of tobacco 
may be manifested in peculiarly small areas 
with devastating effects is well illustrated 
by tobacco amblyopia, which is usually 
characterized by a gradual, but sometimes 
sudden, decrease of visual acuity. On the 
widely accepted basis that tobacco ambly- 
opia is due to tobacco-induced spasm of 
the retinal vessels, vasodilators are recom 
mended in its treatment and complete cessa 
tion of smoking to prevent progression to 
optic atrophy and permanent impairment of 
vision is advised. It is of interest here that 
a toxin of diabetes has been held respon 
sible for a similar amblyopia. 

The patients alluded to in this paper have 
usually been heavy smokers. Goodman and 
Gilman '* state that 3 to 4 mg. of nicotine 
is absorbed from the puffed smoke of an 
average common blend cigarette, the 
smoke of a 10 gm. cigar may contain from 
15 to more than 40 mg. of nicotine. They 
also state that approximately 900 of the 
nicotine inhaled) smoke is absorbed, 
whereas only 25 to 50 of that in smoke 
drawn into the mouth and then expelled 
that 


smoking of only a few cigarettes a day 


is absorbed. it) would then appear 


nught be of considerable importance in 
persons who have high-grade constitutional 
or other vascular defects. 

If smoking does prove to be as important 
as | am led to believe, stopping it’ should 
be important therapeutically. Of course, 
we cannot expect complete restoration of 
badly damaged tissue, but progression of 
stopped as it is im 


the disease may be 


Buerger’s disease.’* is hardly necessary 
to mention that the development of diabetes 
should, of course, be watched for. Supple 


mental therapeutic measures, such as vita 


min therapy, which has at times proved 
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helpful, should be used. The vitamin de- 
ficiency, if any, may be only a local one due 
Vasodilators 


to vascular insufficiency. 


should be beneficial. 


Summary 


It is suggested from the observation of 
several patients with necrobiosis lipoidica 
and granulomatosis disciformis  chronica 
progressiva that these are one and the same 
condition and that smoking, usually heavy, 
may have an important etiological signifi 
cance, 


2636 ‘Velegraph Ave. (4). 


Addendum 


| should like to record here that since | 
have become impressed with the possible im 
portance of smoking the etiology of 
necrobiosis  lipoidica and granulomatosis 
disciformis chronica progressiva | have ob- 
served a few cases each of nodular vascu- 
litis of the lower extremities and granuloma 
annulare of the large ringed diffuse type, as 
distinct. from the sharply marginated hard 
nodular type, that also seemed to be strong 
ly influenced by smoking. Here the histo 
pathologic similarities of some cases of 
granuloma annulare and necrobiosis  lipot- 
dica diabeticorum may well be recalled. | 
believe smoking should be strongly consid- 
ered in the search for etiological factors in 
disorders of unknown etiology in’ which 
vascular disturbances may play impor- 
tant part. 
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Electrophoretic Patterns in Psoriatic Exfoliative 


Erythroderma 


I ffects of Gamma-Globulin Treatment of Psoriasis 


M. H. SAMITZ, M.D., and HARRY POMERANTZ, M.D., Philadelphia 


In 1949, Klinek! reported encouraging 
results with y-globulin in the treatment of 
six patients with psoriasis. Studies were 
not done to estimate the amount of y-globu 
lin in the blood of any of the patients be 
fore, during, or after treatment. 

The purpose of the present study is to 
evaluate the efficacy of y-globulin in_ the 
treatment of severe forms of psoriasis. 
During this treatment we also determined 


electrophoretic patterns in selected cases. 


Method of Study 


Five patients were chosen for this study. Four 
patients had psoriatic exfoliative erythroderma ot 
one to three years’ duration. One patient for many 
years had severe generalized psoriasis, recalcitrant 
to all previous forms of therapy. Electrophoretic 
tracings were carried out before, during, and after 
treatment to ascertain changes in the electrophoretic 
patterns, 

Poliomyelitis-immune globulin,* containing 165 
+15 mg. per cubic centimeter of the globulin fraction 
of pooled normal human plasma, was administered 
in 10 ce. doses at weekly intervals to four patients 
The amounts injected varied from 30 ce. to 50 ce 
\ fifth patient was given two injections of 2 ce. in 
The 


under our observation for six to eight months 


a period of three days patients remained 


Results 
There was neither subjective nor objective 
improvement in the psoriatic state in any 
of the patients during or after the ad 
ministration of the y-globulin. 
Submitted for publication Sept 19, 1958 


From the Dermatology, Um 


Department of 
versity of Pennsylvania School of Medicine. 

* The y-globulin used in this study was supplied 
by the Lederle Medical 
American Cyanamid Company, Pearl River, N.Y 


Research Department, 


In four of the five patients with an ex 
foliative erythroderma the percentage of al 
bumin content was definitely lower than 
normal prior to therapy. In these patients 
the y-globulin was elevated; the a,-fraction 
6.0% to 10.00 


In the remaining case the albumin 


ranged = from (normal 
4.2%). 


content was normal and the y-globulin was 


decreased; the a;-fraction was 3.76 and 
4.9%, 
Values ranged from 6.50 to 18.30 


(normal 9.4 ); only values of 18.306 and 
13.00 were considered elevated. There was 
no trend with respect to the B-globulin frac 
to 20.7% 


one value, 20.506, 


tion, which ranged from 8.1% 
11.2% 


considered 


(normal was 
elevated. 
from to 36.8%: 


values 


y-Globulin ranged 
three patients showed 
above 27.0 


and were considered 


higher than normal (16.36) (Table 1), 


Comment 
Plasma proteins by electrophoretic pat 
terns have been determined by numerous 


authors, 
Z) 


A compilation of these data (Table 
clearly indicates that there is no uni 
formity in the findings. It is, 
suggest that 


phoretic pattern typical of Psoriasis. 


there fe re, 


safe to there is no. electro 


Our data show that in exfoliative cases 
there is a decrease in albumin and an in 
crease globulin’ fractions. These results 
are In agreement with those reported by 


Feldaker, 


Brunsting, and  MeKenzie? 
and 


However, as these authors have 


Sunderman, Jr. and Sunderman,’ 
others.1 


pointed out, these changes are not specific 
for psoriasis but 


“represent a common re 
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TasLe 1.—Data on Patients in Present Study 


Polio-Immune 


Blood Sera 
Globulin Injected 


————— Exami- 
Patient Age Sex Ce. Date nation Date 
1 45 M 10 5-1 (i) 4-30 
10 5-7 
10 5-14 (2) 5-14 
10 5-21 
10 5-28 (3) 6-4 
2 24 M 10 5-1 () 2-27 
10 5-8 
10 5-15 (2) 5-1 
10 5-22 
10 5-29 (3) 5-1 
3 Mi) M 10 6-10 (1) 6-10 
10 6-17 
10 6-26 (2) 6-20 
4 44 I 10 7-16 (1) 7-16 
10 7-23 
10 7-29 (2) 7-24 
72 M 2 9-1 (1) v4 
9-3 


Normal values 


sponse present in many infectious, metabolic 
and neoplastic diseases.” * Among our pa- 
tients similar electrophoretic patterns were 
found in many chronic inflammatory condi- 
tions, particularly those involving connec- 
tive tissue.!? 

A comparison of the electrophoretic pat- 
after 

show 


before and administration of 


did 


change in the various component fractions. 


terns 


y-globulin not any significant 


In general the albumin content before and 


TABLE 2. 


Cases, Total 
‘Type of Psoriasis No. Protein 
Universal with arthritis 5 0 
Generalized psoriasis 6 0 
t 0 
Generalized erythroderma 6 
0 
Vulgaris 4 
Vulgaris 13 + 
Vulgaris 20 
Arthropathie 1 0 
2 Cases of erythroderma “i 
Erythroderma 1 


Erythroderma 
Erythroderma 


* 0 indicates normal value; 4 , increased value; 


A. M. A. ARCHIVES 
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Total Globulin, % 
Protein, 
Gm/100 Ce, % a; aa 8 

7.5 43.5 6.0 10.0 13.0 27.6 

8.0 36.0 6.4 9.8 13.5 34.5 

7.6 39.5 6.1 9.7 15.3 20.4 

7.5 504 6.6 6.5 8.1 28.1 

of 51.7 4.8 7.8 11.7 24.2 

7.5 44.5 5.1 8.8 11.7 29.9 

74 37.4 10.0 18.3 20.7 13.7 

7.8 35.7 6.5 16.5 18.7 22.6 

6.0 67.9 3.7 10.2 11.9 6.3 

6.6 64.0 4.9 11.6 11.6 7.8 

5.5 28.8 6.9 13.2 14.4 36.8 

6.70 58.0 4.2 9.4 11.2 16.3 
after y-globulin administration showed 


Neither did 
az-, and fB-globulin fractions vary  signifi- 
cantly. The fraction 
slight increase in the five patients; however, 


minimal, if any, change. 


y-globulin showed 


these increases are within” experimental 


error. 


Summary 


Globulin elevations, particularly the 


az and y-globulin fractions, were found to 


Data on Cases Cited by Other Authors * 


Globulin 


Albumin ai a: 
+ + 0 + 2 
0 + + 0 3 
0 0 0 0 0 4 
+ + 0 0 5 
6 
0 0 0 0 0 yf 
+ 0 0/— + 8 
= a 9 
+ 0 + 10 
+ 
12 
+ 13 
0 + 0 + M4 


-, decreased value. 


t Family study: 3 cases showed only pitting of nails; 2 had clinical psoriasis; 1 case did not show evidence of psoriasis. 
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ELECTROPHORETIC PATTERNS IN ERYTHRODERMA 


occur in the exfoliative erythrodermic 
psoriatic state. 

The electrophoretic patterns of this group 
of patients are not unlike those seen in 
many chronic inflammatory diseases, par- 
ticularly in connective tissue diseases. 

A compilation of the plasma-protein value 
of the literature reveals there is no pattern 
that can be characterized as specific for 
psoriasis. 

The administration of y-globulin did not 
affect the course of the disease or the elec- 
trophoretic patterns, 

We wish to acknowledge the helpful suggestions 
of Dr. David Seligson, Director of Laboratories, 
Graduate Hospital, Philadelphia. 
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Unsaturated Fatty Acids in 


W. R. HUBLER, M.D., Corpus Christi, Texas 


Long-continued, low-fat acne diets often 
cause weight and energy loss, and resistance 
to infection may be lowered. Therefore, | 
decided to give supplemental unsaturated 


fatty acids to see what the effect would 
be on the weight) loss and on the 
acne itself. Safflower-oil emulsion * was 


first chosen as an adjunct to the regular 
diet for acne because of its high unsatu- 
rated fatty acid content. [lowever, most 
patients found it difficult to take adequate 
quantities without disturbing their digestion, 
Corn oil + substituted. It 


used in the preparation of food in place of 


was. then was 
all other animal or vegetable fats, and _ it 
proved to be a far more acceptable source 


of unsaturated fatty acids. The average 
saturation of common. fats is follows: 
% 
Butter 47 
Beef fat 53 
Coconut oil 87 
Corn oil i 
Cottonseed oil 25 
Lard 44 
Safflower oil 6 


Hydrogenation solidifies fat but reduces 
the per cent of unsaturated fatty acids and 
creates unnatural isomers of linoleic acid. 
Linoleic acid is the principal unsaturated 
fatty acid found in our dietary fats. [somers 
are not utilized as unsaturated fatty acids 
by the body, and so all hydrogenated fats 
were carefully eliminated from the diet. 

lew studies of the effects of unsaturated 
fatty acids on aene were noted in a brief 
of the 
found no significant alteration in cholesterol 


search literature. Early) workers 


1958. 
Emulsion is manufactured by 


North Approx 
one-half of the Saff used study 


Submitted for publication Oct. 3, 
* Safflower Oil 
Abbott) Laboratories, 
imately 


Chicago 


was furnished by this company 
+The corn oil used in this study was Mazola, 
produced by Corn Products Company, New York. 
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metabolism in acne, Juster and Thulliez,' 
however, found a disturbed equilibrium be- 
tween the unsaturated fatty acids and other 
serum lipids. Brown et al.? demonstrated 
that the of the 
blood serum is lower when a human subject 


content linoleic acid) in 
is maintained for a prolonged period on a 
diet low in fat. Other workers have often 
that 


resistant to infection. 


noticed fat-starved animals are less 
Deuel * showed that 
it was possible to control the content of 
saturated or unsaturated fatty acids in depot 
fat of rats and hogs by varying the per cent 


of these fatty acids in the diet. 


Experimental Diets 


Group [.—Sattlower-oil emulsion was 
first given to 10 patients with severe cystic 
and pustular acne who had been under in- 
tensive treatment for at least) six months 


without improvement. They followed 
strict low-fat acne diets and had received 
much x-ray, ultraviolet, and COs slush ther- 
apy; many antibiotics, and the usual topical 
applications, with little benefit. These pa- 
tients had lost 5-30 Ib. during the course of 
treatment. Three to four tablespoonfuls 
(45-60 cc.) of safflower-oil emulsion were 
Ultraviolet and 
CQO» slush were continued during the pe- 
riod No 
x-ray therapy was used during or just prior 

The effect 
in five patients, 


given daily with meals. 


of sattlower-oil administration. 


to the fatty-acid) therapy. of 
salflower oil was. striking 
who cleared or markedly improved in a 
It was felt that the effect in 
this group was probably due to the action 


few weeks. 


of the unsaturated-fatty-acid supplement on 
a group of patients that had been almost 
fat-starved for 30 weeks or longer, with 
of 
mechanisms and nutrition, The remaining 


consequent lowering bodily defense 


ACNE—UNSATURATED FATS 

five patients showed slight to no improve- 
ment, and discontinued 
Corn 


oil was later permitted in the five patients 


satlower oil was 


after about two and one-half months. 


who were improved, without adverse effect. 

Group I1.—This group consisted of 20 
teen-age patients who were just beginning 
office treatment for acne. Twenty alternate 
patients served as controls. All received 
ultraviolet and COzs slush therapy, and five 
received x-ray therapy for six weeks. Low- 
animal-fat diets and_ local 


acne measures 


also) were used. Safflower-oil emulsion 
was given in divided doses of 15 ce. in fruit 
juice three to four times a day. It was 
somewhat unpalatable and did not prevent 
After a 


the generous use of corn oil was substituted 


moderate weight loss. few weeks 


for safflower oil. Gravies were permitted, 
providing all animal fat was removed and 
corn oil added. and cakes and lrench- 
fried potatoes prepared with corn oil were 
Corn oil with lemon and/or vin 


None 


of the patients using the corn-oil supple- 


allowed. 


egar was used as a salad dressing. 


ment lost additional weight, and most of 
them regained what they had lost on the 
low-fat diet plus the safflower emulsion. 
Weight loss and fatigue were troublesome 
in half of the 20 patients in the control 
series on the regular low-fat acne diet in 
this group. Weight loss varied from 5-18 Ib. 
Serum cholesterol, cholesterol esters, and 
total fatty acid studies were done in_ the 
20 patients in Group Il who were receiving 
supplemental fatty acids. These tests were 
made before treatment and at the end of 
the first third The 
serum cholesterol was 170 mg. 


and months. average 
before 
treatment. Ingestion of safflower and corn 
oil and low-fat diets did not influence the 
normally low cholesterol levels of these 
teen-agers in any way. 

Group IIT. 


acne patients who used corn oil freely in 


This group consisted of 180 


their diets with no demonstrable flare of 


their acne. Weight loss rarely occurred, 
and when it did, increasing the amount of 
corn oil used in the diet easily controlled it. 


All the patients had a feeling of well-being 


Hubler 


unlike patients not using the supplemental 
corn oil. 


Comment 


Unsaturated fatty acids in the form of 
corn oil in the diet made unpleasant low-fat 
diets more palatable, without reducing their 
effectiveness. They helped maintain weight 
and vigor in the average patient with acne. 
The remarkable improvement in five pa 
tients’ skin and general condition in Group | 
was probably due to the nutritional effect 
of the fatty acids ingested by these fat 
starved patients. None of the patients be 


came worse when corn oil was added to 


their diets. Clinically, in the 180) patients 
in Group IT] the acne seemed to subside 
more rapidly than in patients treated prior 
to the use of corn oil. It was necessary to 
resort to x-ray therapy for only 5 patients 
in this group of 180 to produce clearing of 
their acne. This is fewer than one would 
expect from experiences prior to the use 
of corn oil, The patients were far more 
they felt better. 


avoided the animal and hydrogenated fats 


cooperative, and They 
more faithfully. Hunger had been a chronic 
complaint, in the past, with low-fat diets. 
Corn oil, like other fats, has the ability to 
satiate the appetite, and so. this complaint 
was obviated. 

There were several patients in Group 11 
who had marked comedopapule formation 
with central raised horny plugs, giving the 
feeling of coarse sandpaper. These patients 
unproved with remarkable rapidity with the 
oral use of safflower and corn oil. Perhaps 
the unsaturated oils produced thinning of 
the sebaceous secretion or reduction of the 
Vitamin A 


theoretically be of help in these cases, but 


keratin layer or both. should 
in my experience it has been of no benefit 

All of my acne patients now are allowed 
to use corn oil freely in their diets. Seventy 
five patients have also used an unsaturated 
corm oil oleomargarine Oleo) on 
their bread, without apparent deleterious 
effects. Safflower oil is used routinely, in 
addition to corn oil, only in those cases 


which show marked horny plugging of the 
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follicles. No attempt was made to treat 


any patient with unsaturated fatty acids 


alone, as acne is due to numerous factors 


and an effort should be made to correct 


as many of them as possible. 


Summary 


Unsaturated fatty acids, in the form of 
corn oil in place of animal and hydrogen- 
ated fats, were well tolerated as dietary 
supplements, in all types of acne. They pre- 
vented the weight loss and fatigue often 
low-fat Corn and 


associated with diets. 


safflower oils were helpful in five patients 


A. M. A. ARCHIVES OF DERMATOLOGY 


with severe resistant acne who were fat- 
starved from long observance of low-fat 
acne diets. They were also of value in the 
raised hyperkeratotic comedo of acne. 


1510 S. Brownlee. 
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Allergic Eczematous Sensitivity to Aminophylline 


Report of a Case 


RUDOLF L. BAER, M.D.; HARVEY J. COHEN, M.D., New York, and A. HARVEY NEIDORFF, M.D., 


Altoona, Pa. 


Kecently Tas and Weissberg ! reported a 
case of allergic sensitivity to aminophylline 
ina 52-year-old pharmacist. For about one 
year he had prepared 600 aminophylline sup 
positories a week. Some weeks, after the 
start of this work, he had complained of an 
itching skin disorder on his hands, arms, 
and face. 

Qn examination there was redness and 
swelling, accompanied by papules, vesicles, 
and weeping on the hands and arms. to 
gether with slight redness and papule forma 
tion on the face and sealing of the lips. 
Patch tests with many materials, but not 
including aminophylline, were negative. 
When the patient’s work changed and he 
was no longer exposed to aminophylline his 
skin cleared. Several months later he again 
prepared aminophylline suppositories. After 
the first new contact he began to sneeze and 
wheeze, and his skin eruption reappeared. 
patch test to 1G 
strongly patch test with 


Patch tests with 


aminophylline was 
positive. 
theophylline was negative. 
ethylenediamine and other amines were re 
fused by the patient. 

In 1953, we studied a similar case, which 
we are reporting here because sensitivity 
to aminophylline may not be as rare as has 
been thought. 


Report of Case 


The patient was a 58-year-old pharmacist, who 
had no personal or familial history of asthma or 
first 
palms during the 


fever. Three years before we saw him 
both 
daytime. The first visible skin changes had occurred 
on the palms with 
fingernails had become cracked and discolored, The 


thay 


he had noted itching in 


cracking and peeling, The 


Submitted for publication Oct. 16, 1958. 


area around the mouth had begun to iteh and 


hecame red and sealy. Approximately one year 
after the,eruption had spread to the forearms, legs, 
1950, 


first 


and thighs. In February, the patient had 


been hospitalized for the time, with some 


improvement of his eruption. However, upon his 


return home and to work the rash had spread 
over his entire body 

In April, 1950, he had been admitted to a hos 
He went home improved and 


This had 


itching, 


pital for 13° weeks 
in the fall of 
heen followed by occasional flare-ups of 


1950 had resumed work 
scaling, and weeping 

His third hospital admission was in November, 
1950. After 
improved, but 


two months he had been discharged 


resumption of work resulted 


in-an exacerbation. He had been hospitalized for 
1951. At that time 


he had been patch-tested with ether extracts of 


the fourth time in| November, 


tobacco, feathers, and his house dust and store 


dust, as well as with nickel sulfate, hydrous wool 
fat) (Lanolin), 


and pyrethrum. A 


Dichloricide (p-dichlorbenzene ), 


definite) positive reaction had 


heen elicited only with the extract of his store dust 


Superficial x-ray therapy, sodium 


triglvcollamate (Bistrimate), corticot ropin 
(ACTH), autohemotherapy, potassium permanga 
nate baths, boric acid compresses, diphenhydramine 
(Benadryl), and various diets were some of the 
therapeutic measures that the patient had received 
during these years 

\t the time of his 
in 1953, 


edematous, 


first Visit to our offiee, m 


SEVETE eczematous, erythematous, 


sealing eruption was seen over the 
This was 


Weeping, 


particularly 


scalp, face, arms, and lower extremities 
particularly marked in the perioral area 
Were 


crusting, and lichenification 


marked over the forearms, dorsa of hands, and 


lower legs. Additional findings were scaly liehenoid 
papules over the anterior and posterior chest and 
abdomen, numerous excoriated areas over the legs 
papules 


fingernails were dystrophic, with some grooving 


and arms, and numerous hyperkeratotic 


with evidence of excoriation on the palms 


and discoloration. Further detailed questioning re 


vealed that he had had flare-ups subsequent to 


the filling of capsules containing papaverine, 
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amobarbital (Amytal), and aminophylline. After 
admission to New York University Hospital, patch 
tests were performed with these three drugs, as 
The test 


phylline was strongly positive, while the tests with 


well as other materials. with amino- 
papaverine and amobarbital were negative. Amino- 


phylline is composed of two-thirds theophylline 
and one-third ethylenediamine. In order to ascertain 
which fraction was responsible for the patch-test 
reaction to aminophylline, additional patch tests 
were done with the following results: 
Aminophylline, 1% aqueous 
Aminophylline, as is 
ethylenediamine dihydrochloride, 1% aqueous 34 
Ethylenediamine dihydrochloride, as is 
Theophylline, as is 0 
Theophylline, '!% in 70% alcohol 0 
The patient's eruption improved greatly during 
the period of hospitalization, and he remained much 
improved until he returned to his home town. Upon 
lus return home he had a severe recurrence, per- 
haps due to renewed exposure to aminophylline. 
He received daily injections at first of 40 units 
then of 20 umits of 
(Acthar Gel) 
to hydrocortisone ointments topically. His eruption 


and repository corticotropin 


Injection for two weeks in addition 
responded well 

In the 
all forms of aminophylline and has had no recur- 


past four years the patient has avoided 


rence 
Comment 
We concluded from the patient’s history 
and the test results that he was_ strongly 
sensitive to the ethylenediamine fraction of 
that 
posure to this substance probably was either 


aminophylline and occupational 


the major cause of his eruption or at least 
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a major contributing factor. This was sup- 
ported by positive patch-test reaction to ether 
extract of dust the 
negative reaction to dust from his home, 


from store and 
which had been elicited by another physician. 
l-urthermore, the fact that his skin disease 
had responded to each hospitalization, ap 
parently regardless of the therapy used, 
fitted in with this hypothesis. 
ethylenediamine is employed various 
organic syntheses for the preparation of 
dyes, inhibitors, rubber accelerators, fungi 
cides, synthetic waxes, resins, insecticides, 
asphalt wetting agents, and certain pharma- 
ceuticals. Because of its dibasic nature, 
ethylenediamine is valuable for neutralizing 
the acidity of oils, preparing casein and 
shellac solutions, stabilizing rubber latex, 
inhibiting corrosion, or controlling alkalinity. 
It, therefore, cannot be ruled out that the 
patient could have had exposure to traces of 


ethylenediamine from other sources. 
Summary 

A case of allergic eczematous contact 

dermatitis, in a pharmacist, due the 


ethylenediamine fraction of aminophylline is 


described. 


962 Park Ave. (28). 
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Urticaria Pigmentosa 


Report of a Case with Autopsy Examination 


ROBERT J. DAVIS, M.D., and MORRIS WAISMAN, M.D., Tampa, Fla. 


In recent years increased recognition of 
internal medical counterparts of urticaria 
pigmentosa (mastocytosis) has been re- 


Nickel’s ! 


summarized the frequency with which vis- 


corded. comprehensive review 
ceral and osseous lesions of mastocytosis 


are encountered, if searched for. To be 
sure, a purely cutaneous form of urticaria 
pigmentosa is still identified, but the pos 
sibility is not excluded that even these cases 
may have subclinical, inconspicuous, and 
hidden foci of the disease in locations else 
skin. Proof of the latter 


conjecture is not readily available, as op 


where than the 


portunities for autopsy examination of this 
benign disease are extremely rare. 

Simply to authenticate the faet that the 
skin may indeed be the organ exclusively 
involved in urticaria pigmentosa, even when 
of severe degree, is the purpose of this 
paper. We wish to report a case of con 
genital urticaria pigmentosa infant, 
studied clinically and at autopsy. 


Report of Case 


\ white boy was born with a generalized erup 


tion of macules slightly raised, coppers 


nodules and plaques, many 
bullae. No 


demonstrable the 


erythematous, dough 
of the latter capped by vesicles and 
general 


Phe 


family history was negative for imherited disease, 


abnormalities were 


pediatric examination (Dr. Lewis TV. Corum) 


and the parents were not consanguineous 
On reexamination, six weeks later (Figure), the 
birth but the 


disappeared, 


eruption was as extensive as at 


erythema and bullae had leaving 


brownish discoid macules and nodules of variable 


which with rubbing could not be 


Scattered 


face and apparently 


urticate. here and there over the sur 


replacing some of the bullae 
Submitted for publication Sept. 27, 1958 
From the Departments of Pathology and Derma 


tology, St. Joseph’s Hospital 


agglomerated 
Bodily 


development and nutritional state were normal, and 


were multiple small discrete and 


glistening papules, resembling tiny keloids 


there was no evidence of subjective discomfort 


The spleen, liver, and lymph nodes were not. en 
larged. Biopsy from a cutaneous nodule established 
the diagnosis of urticaria pigmentosa. (Dr. Elson B 
Helwig reviewed our histopathologic material.) 
The erythrocyte count of the blood was 3,200,000 
per millimeter; the hemoglobin) measured 91) gm 
per 100 ce.; the leukocytes numbered 20,200) per 
cubic millimeter, and no abnormal cells appeared 
bone 


in the differential spread. Examination of 


marrow from the right tibia disclosed imereased 


cellularity, with clements of the erythroid series 


predominating, numerous megakaryoeytes, and no 
reticuloendothelial disease. The elec 


blood 


moderate decrease of total protems and of albumin 


evidence of 


trophoretic pattern of the serum) showed 


and y-globulin and slight elevation of as-globulin 


The albumin-globulin ratio was 144:1 


At the age of 344 months the infant died sud 


denly at home, presumably without manifestation 


of antecedent disease. Autopsy was performed 


Autops vy findings The body was that of a mod 


erately well-nourished male infant with the gen 


nodular eruption noted 


skeletal de 


were not en 


macular and 
There 


Superficial nodes 


eralized 


clinically were obvious 


formities 
larged, nor were abnormally enlarged Ivmph nodes 


encountered in the abdominal and thoracte cavities 


The largest individual nodes, found in the mesentery 


of the cecum and ascending colon, measured less 


than lo oem. in diameter and appeared firm, dis 


crete, and pale. The spleen weighed 19 gm; the 


capsule was smooth and shiny, and the pulp was 


soft and dark red, with multiple, mim.-sized 


white nodules seattered evenly throughout \n 


ACCESSOFYS spleen, measurmg cm, was found 


The bone marrow of the right tibia and sternum 


was normally firm and red. The lymphatic accumu 


lations of the intestinal tract were promianent in the 


terminal ileum, where they appeared as irregular 


and ekvated Timm. patches measuring up te 


em 


Or the internal organs lungs were 


grossly abnormal, appearing firm and violaceous 


with irregular red and purplish motthng over 


pleural and cut surfaces. Sharply detined consoli 
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dated were absent, but all of the lung 


substance 


portions 
was firmer than usual. The bronchi and 
blood vessels appeared normal 

Microscopic examination confirmed the gross 
normality of the organs except for the lungs and 
skin. In the lungs and predominately in and adja- 
cent to the bronchial tree was an infiltration of 


The skin 


consisted prominently of a wide and heavy accu- 


polymorphonuclear leukocytes. lesions 
mulation of closely packed stellate and polyhedral 
mast cells beneath the intact, moderately acanthotic 
exlubiting characteristic violet 


epithelium, gran 


ules by Giemsa stain. A sprinkling of fine melanin 
“dust” filled the cells of the basal layer. 

No imereased numbers of tissue mast cells or of 
cells with metachromatic granules were found in 
the lymph nodes, spleen, bone marrow, liver, or 
the gastroimtestinal tract 


Ivmphatic tissue of 


The postmortem diagnoses were bronchopneu- 


moma and urticaria pigmentosa 
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Urticaria pigmentosa. 
Appearance of patient at 


age of 6 weeks. 


Summary 
Clinical and autopsy findings in a case 
of congenital urticaria pigmentosa are re- 


ported, In this instance, although the skin 


was classically and maximally infiltrated 


with mast cells, no evidence of concomitant 
The 


possibility that visceral or skeletal lesions 


involvement was detected internally. 


of mastocytosis might have developed later 
in life cannot, of course, be disavowed. 


St. Joseph’s Hospital (Dr. Davis). 
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An Evaluation of a New Cerumenolytic Agent 


JAMES Q. GANT Jr., M.D., Washington, D. C. 


Cerumen, the waxy exudate of the ex- 
ternal auditory canal, is composed of two 
elements: a fatty and tenacious substance 
secreted by the sebaceous glands deep within 
the external canal and a thin, milky liquid 
secreted by the apocrine sweat glands near 
the external orifice. The thin secretion of 
the apocrine glands dilutes this heavy se- 
baceous material, and the result is a. soft, 
malleable wax.! 

The movement of the jaws displaces this 
wax and forces it forward along the canal 
to the external orifice, where it 1s ultimately 
with the debris has 


excreted along 


gathered in the course of its) migration. 
This normal procedure can be interrupted 
by various factors. If the volume of apo 
crine sweat secreted is proportionately small 
or the volume of sebum ts proportionately 
great, the resulting cerumen will be hard 
and difficult to move along the canal. This 
retained cerumen loses what moisture and 
malleability it has; becomes inspissated and 
impacted and often adherent to the epithe 
lium of the external auditory meatus.* 
Abnormalities of the ear canal, such as 
stenosis or exostosis, or the presence of 2 
foreign body may further the retention of 
ven small 
this 


can serve as a base for an accretion of wax, 


the cerumen in the canal.* 


amount of cerumen retained in way 


resulting, in some cases, 1n complete oblitera 


tion of the lumen of the ear canal. A 


multiplicity of symptoms, among them deat 


ness, vertigo, tinnitus, itching, autophony, 


and severe pain,’ may rise from this plug 


of cerumen. 


Submitted for publication Sept. 19, 1958 
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From many points of view there has 
never been a completely satisfactory pharma- 
ceutical agent for the lysis and removal of 
these impacted ceruminous plugs or, for 
that 
deposits of normally soft wax.*? Commonly 


matter, for the removal of excessive 


used agents—hydrogen peroxide, glycerin, 


sodium carbonate—-many cause a contact 


dermatitis or an allergic reaction,* while 
curettage of impacted plugs can excoriate 
the tissue of the auditory canal. The tissue 
lining of the ear canal grows progressively 
thinner as it passes from the cartilagenous 
to the bony meatus and is, indeed, only 0.1 
mm. in thickness near the tympanic ring.' 

It was considered important to evaluate 


Cerumenex,* a new cerumenolytic agent 


which was recently demonstrated to be 


an effective and pharmacologically safe 


cerumenolytic. This agent is composed of a 
special surface-tension-reducing agent im an 
anhydrous propylene glycol base. By lower 
tension between the 


ing the interfacial 


cerumen and the aqueous irrigation fluid a 
convenient and rapid method for the re 


moval of cerumen is obtained. Because of 


its surface active properties, penetration 


into the dry waxy deposit: achieved, 


thereby facilitating its removal 


Methods and Materials 


\ series of 163 patients of both sexes, children 


as well as adults, who complained of excessive 


cerumen were studied. Nine of these patients also 
had eczema of the external auditory canal. There 
were no cases of punctured eardrums. The amount 


of cerumen ranged from accumulations of soft 


volden wax to hard, black dessicated masses and 


in most cases occurred bilaterally. In 700 patients 


the wax was dry and impacted, completely obseur- 


* Cerumenex (triethanolamine polypeptide oleate- 
condensate in propylene glycol with chlorobutanol ) 
product of the Purdue Frederick 


York 


Company, New 
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ing the tympanic membrane. In 31 patients the wax 
was hard and dry and excessive but not in suffi- 
cient quantities to obscure the drum. Sixty-two 
patients had soft wax, but in excessive amounts. 

The sensitizing properties of this preparation 
were studied by instilling the cerumenolytic com- 
pound into the ears of a group of 10 patients. The 
material was left in place for approximately 30 
minutes and then washed out. This procedure was 
repeated once a week for six consecutive weeks, 
with the ears being carefully examined for signs of 
local irritation sensitivity reactions at each 
follow-up visit 

The external ear canal was filled with the test 
agent, and, after a waiting period of from 10 to 
30 minutes, the ear canal was gently irrigated with 
lukewarm, isotonic saline solution. The ear was 
The de- 


gree of efficacy was graded as supertor when the 


then examined and the results evaluated. 


removal of wax was complete, satisfactory when 


most of the wax was removed, and fai/ure when 


there was little or no change 


Results 


In those 70 patients where the dessicated, 
black tympanum, 
superior results were obtained in 60° pa 


cerumen obscured — the 
tients, satisfactory results in 9 patients, and 
failure in 1 patient. 

In the 31 patients with hard, impacted 
cerumen but visible tympanic membranes, 
there were superior results in 26 patients, 
satisfactory results in 5 patients, and no 
failures. In those 62 patients with soft, 
excessive deposits of wax, there were supe 
rior results in 56 patients, satisfactory re 
sults in 4, and failures in 2. 

for the total series, the results were as 
follows: 142 patients with superior results 
(87.1 ), 1&8 patients with satisfactory re 
sults (11.0 ), and 3 failures (1.90 ). 


In those cases selected for sensitivity 


study, there were no signs of any irritation 


or sensitization at the end of six consecutive 
weeks of treatment. 

The nine cases of eczema of the external 
ear were not aggravated by the agent, and, 
indeed, one case was actually helped. Pa 
tient acceptance of the drug was excellent. 
Some, who had been treated for the same 
condition previously, remarked on the lack 
of “fuss and bother.” 
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Comment 

The external ear, with its peculiar sus- 
ceptibility to irritation, is often the focal 
point of an itch-seratch cycle. Impacted 
cerumen irritates the meatus and drives the 
patient to “scratch” away at the canal with 
either his finger or some foreign object. This 
scratching and the resulting traumatization 
can lead directly to the eczema syndrome or 
to otitis externa. 

Senturia states that clinically a history 
of trauma is repeatedly elicited in cases of 
external otitis. It is thought by some that 
trauma to the skin of the ear may be the 
mechanism by which exogenous organisms 
are forced through the bacteria-resistant 
layer of the epidermis. 

Stewart !! puts the direct blame for otitis 
externa on scratching with contaminated 
fingers. He feels that irritation of the ear 
canal leads inevitably to the conditioned 
response of scratching. In this regard, the 
germicidal properties of Cerumenex be- 
come important. While a cerumenolytic 
agent is not intended as an anti-infective, the 
possibilities of contamination arising during 
the use of a cerumenolytic require that a 
germicidal preservative, capable of main- 
taining an antiseptic state, be included in 
such a preparation. The solution was tested 
for antiseptic activity by the challenge tech 
nique of Rdsok et al.,'¥ and the results of 
this study ' establish that Cerumenex af 
fords adequate protection against the various 
types of microbial contamination which 
might occur during its use. 

The 


causative factor in the itch-seratch cycle, 


safe and efficient removal of the 
excessive cerumen, is highly desirable, and 
this can only be accomplished by a ceru- 
menolytic agent which is clinically effective 
and physiologically safe. Cerumenex satis 
factorily meets this need. In cases of heavy 
wax deposition, the use of this drug is ree- 
ommended as a prophylactic regimen twice 
monthly for the exceptionally heavy “wax 
ers” and once a month in above average 
“waxers.” 
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NEW CERUMENOLYTIC AGENT 


It is interesting to note that usually these 


abundant “waxers” are often the same pa- 
tients who suffer from acne and associated 
skin disorders. This is very likely due to 
the overabundant secretion of the sebaceous 
sweat glands. This is especially true in 
younger adolescents, where the presence of 
deep “blackheads” in the cavity of the 
concha of the auricle is often a sign of 
excessive deposits of cerumen within the 
canal. 


Summary and Conclusions 


One hundred sixty-three patients with 
excessive deposits of ear wax were treated 
with Cerumenex (triethanolamine polypep- 
tide oleate-condensate propylene glycol 
with chlorobutanol), a new cerumenolytic 
agent. In 87.1% of the patients there was 
superior removal of the ear wax; in 11.0% 
there was satisfactory removal, and in only 
1.9% was there failure to improve the con- 
dition. There were no untoward side-effects 
noted in any patients. 

Ten patients tested for sensitivity over a 
period of six weeks showed no sign of ir- 
ritation or allergic reaction. The results of 
this clinical study establish that this agent 
is an unusually effective and safe ceru 
menolytic. 

1726 M St, N. W. (6) 
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Peripilar Keratin Casts 


MICHAEL J. SCOTT, M.D., Seattle 


Peripilar keratin casts are characterized 
by asymptomatic, minute, semifirm, tannish, 
discrete, freely movable, cylindrical masses, 
M. J. 


Brunner and J. M. Facq described the con- 


distributed along the scalp hairs. 


dition as “A Pseudoparasite of the Scalp 
Hair’! and A. M. 
Cases”? in the same issue of the A. M. A. 
ARCHIVES OF DERMATOLOGY, in April, 1957. 


Kligman, as “Hair 


None of the authors could locate an identical 


case description. 


Report of Cases 


1958, I 
sisters, aged 4, 6, and 7 years. All had numerous, 


In June, examined three Caucasian 
barely visible, tannish nodules on their hair shafts 


These lesions were asymptomatic and had been 
noticed simultaneously in all three children approx- 
imately three months previously. The only feasible 
etiological agent elicited was the application of a 
certain. brand of hair spray on several occasions 
prior to the onset of the disorder. Grossly, the 
from 0.3 mm. to 1.5 


mm. in length and 0.1 mm. to 0.2 mm. in diameter. 


lesions were tan, varying 


kkach child had several hundred lesions, dispersed 
uniformly throughout the entire scalp and located 
at various distances from the hair base, although 
mainly within Lin. of the scalp surface. Some hairs 
had more than one lesion. The nodules were freely 
shatt 


There was no associated disturbance or disease of 


movable in any direction along the hair 


the scalp. Under tiltered ultraviolet light a silvery 
fluorescence was observed. Microscopically, the 
lesions were cylindrical in shape, completely sur 
rounding the hair shaft. These tubular casts had 
a cellular structure similar to the hair root sheaths 
and were composed of keratin. Histologically, para- 
keratosis of the follicular infundibulum was noted 
Various topical medicaments proved relatively in 
effectual, but four months after their initial office 
visit (hair spraying having been discontinued) the 
lesions were very few in number. 

On Oct. 7, 1958, a 


being examined for 


46-year-old) woman) was 
a noncontributory dermatitis, 
when minute, tannish nodules were noted on nu 


merous hair shafts in her scalp. She was unaware 
Submitted for publication Sept. 23, 1958. 
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of this disorder, and so the duration could not be 
determined, Another brand of hair spray had been 
applied on several recent months. 
Grossly and microscopically, the lesions were 
identical to those observed in the foregoing cases. 
She is the first adult reported with this disorder. 


occasions in 


Differential Diagnosis 

Peripilar keratin casts must be differenti- 
ated from trichorrhexis nodosa, lepothrix, 
monilethrix, nits, trichonodosis,*® piedra, and 
abnormalities due to artifacts. Clinically the 
lesions closely resemble white piedra or nits 
of pediculi. The important fact, that the casts 
are freely movable, would quickly make a 
differential diagnosis even for the person 
with poor eyesight. The characteristic tubu- 
lar shape of these casts, in contrast to the 
elliptical form of piedra,* is readily apparent 
microscopically. Microscopically, they most 
simulate ( trichomycosis 


closely lepothrix 


axillaris ). 
Comment 


In my estimation, this phenomenon is the 
result of some chemical applied externally 
to the sealp and hair, which in susceptible 
persons prevents the normal shedding of the 
epithelial cells as they are extruded from 
peripilar keratin 


Fig. 1—Photomicrograph of 


casts. 


CASTS 


PERIPILAR KERATIN 


Fig. 2 
B, piedr«. C, lepothrix (trichomycosis axillaris) 
orrhexis 


nit 


follicle. 


growth motion of the hair carries the root 


the hair Normally the outward 
sheath with it, and the latter desquamates 


and sheds as the hair emerges from its 
surface opening on the scalp. In some as yet 
undertermined manner, application of cer- 
tain chemicals probably binds these root 
sheath cells together, and their position 
around the hair shafts prevents their falling 
loose, thereby forming casts. Circumstantial 


evidence tends to incriminate hair sprays in 


Scott 


Microscopic differential diagnosis. .1, trichonodosis 
D, trich- 
(paint). monilethrix. G, 


nodosa. /:, artifact 


these cases and in others | have examined, 
including an aesthetic male patient. 


Medical and Dental Building (1) 
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Serum Precipitation Studies 


Jone and Thompson have reported that 
a 12% p-toluene sulfonic acid solution in 
glacial acetic acid gave a flocculant precip- 
itate in the sera of patients with systemic 
lupus erythematosus.’ Positive tests were 
also found in a few patients with hepatitis, 
multiple myeloma, vertebral coccidioidomy- 
cosis, and rheumatoid arthritis but not in any 
with scleroderma, periarteritis nodosa, and 
dermatomyositis. The authors believed that 
some unknown factor in lupus erythematosus 
serum was responsible for the precipitate 
and that sera with increased y-globulin did 
not always show a positive reaction in the 
TEST, 

During the past 20 or more years many 
precipitation tests of a nonimmunologic 
character have been deseribed for sera in 
various diseases. The majority have de- 
pended on nonspecific changes in the blood 
proteins, especially an increase in the globu- 
lins. In general these can be divided into 
two types: (1) complex poorly understood 
colloidal systems, mainly represented by 
the cephalin-cholesterol reaction, the thymol- 
turbidity test, and the thymol-flocculation 
(2) 
tion of proteins in serum by the use of 


test and, those involving precipita- 
electrolytes at various and concentra- 
tions. The Takata-Ara reaction, the zine sul- 
test of 
test of 
Wuhrmann are representative of the latter 
Maclagan has listed 10° flocculation 


fate turbidity Kunkel, the 


cadmium — sulfate Wunderly and 


group. 


tests for sera. 


Submitted for publication Oct. 2, 1958. 
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M.D., Chairman. 


82/656 


Sulfonates and Thiocyanate in Dermatoses and Other Diseases 


ZACHARY FELSHER, M.D., and FRED LEVIT, M.D., Chicago 


Factors Involved in 
Flocculation Tests 

Practically all flocculation tests will be- 
come positive on sufficient increase inthe 
y-globulin, particularly if the albumin is re- 
duced at the same time.* Looney and Amdur 
found that in a 2% solution of y-globulin 
maximum turbidity with zinc sulfate was 
obtained at an albumin concentration of 1 
and fell off on either side of this concentra- 
tion.’ De la Huerga and Popper noted 
depression of the zine sulfate turbidity by 
addition of bile or albumin.*| The cadmium 
sulfate flocculation also tends to be reversed 
Wunderly and Wuhrmann 
bind 
They 


by albumin.* 
believed that 
globulin and) prevent precipitation. 
noted that the precipitate with cadmium 
sulfate consisted largely of y-globulins but 
that the lipoid-carrying a- and B-globulins 
as well as some albumin were included in 
well as 


excess albumin could 


the precipitate.6 Qualitative as 
quantitative changes in the serum proteins 
may influence their ability to flocculate. 
Normal albumin will inhibit the cephalin- 
cholesterol and thymol tests, whereas hepa- 
titis albumin has not been found to do the 
same.2"* Maclagan and Bunn found that 
only hepatitis y-globulin) gave a_ positive 
thymol flocculation, normal y-globulin pro 
ducing only the thymol turbidity reaction.* 
Lipid and B-globulin fractions are also of 
particular importance in the thymol test.%!° 
In precipitation of y-globulin by ammonium 
sulfate and sodium chloride in combination, 
dela Huerga and Popper found that addition 
of albumin did not affect the results but that 
in sera kept at 56 C for one-half hour the 
precipitate showed an increase of up to 
500.4 


| 
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SERUM PRECIPITATION STUDIES 


It has long been known that different 
anions or cations vary in their ability to salt 
out or flocculate colloids, particularly pro- 
In neutral solutions the sulfate 
ion is among the most effective for salting 
out, while the bromide, iodide, and thiocya- 


In ex- 


nate are among the least effective. 
tremely acid solution this situation may 


become reversed, and the thiocyanate ion 
become one of the most effective in salting 


out.!! Sulfonates have also been found close 


* These ions have been arranged in order of 


increasing effectiveness, called the lyotropic series."' 


Conditions in Which 


Flocculation 


to thiocyanate in flocculating ability.’* It is 
interesting to note that of all the components 
in serum the globulins, particularly y-glob 
ulins, are most easily precipitated because 
they are least hydrated. Albumin with a 
large shell of water around its molecule is 
most difficult to precipitate." 
Experimental 

Since Jones and Thompson had reported 
the effectiveness of p-toluene sulfonic acid 
in flocculation of abnormal serums, particu 
larly in systemic lupus erythematosus, we 


Tests Were Done 


* Gm. 


Diagnosis 


Acute disseminated 
L. E. 
Subacute disseminated 
L. E. 
Chronic discoid L. E. 
Chronic discoid L. 


Acrosclerosis 
Pityriasis rosea 


Generalized psoriasis 


Chronic severe gener- 
alized eruption un- 
diagnosed 

Pyoderma of legs 

Dermatitis venenata 

Rheumatoid arthritis 

Rheumatoid arthritis 

Nephrotic syndrome 


Pyelonephritis hep- 
atosplenomegaly 
Multiple myeloma 


Membranous nephritis 


Osteoarthritis 

Squamous-cell carcin- 
oma of cervix & 
early invasion of 
uterus 


Congestive heart failure 


Chronic nephritis 
Laennec’s cirrhosis 
Old rheumatic heart 


disease 


100 ML. 


Albumin, 
Gm/100 Mi. 


3.21 


3.86 
4.83 
Not 
obtained 
4.2 
Not 
obtained 
3.71 


Serum Component 


Globulin 


Fractionation, 


Gm/100 M1 
or Area 


Globulin, 
(im/100 M1. 


5.02 


2.39 
2.22 
Not 
obtaine 
3.4 
Not 
obtained 
3.05 +-Globulin 
6-Globulin 
a,-Globulin 
azGlobulin 


y-Globulin 
y-Globulin 
6-Globulin 
a,-Globulin 
a+Globulin 


24.6 + 
16.9 
6.7 


11.0 


2.39 * 
26.6 
19.6 
44 
40.2 


Reagent 


6% B 
Saturated Naph- 


Sodium 


12% 
p- Toluene 
Sulfonic 
Acid 


Benzene 


Sulfonate Acid 


2+ 


Neg. 
Neg 
Neg 


Neg 
Neg 


Neg. 


Neg. 
Neg 
Neg 
Neg 
1+ 


2+ 


Neg 


Very heavy 


ppt. not 
centrifuged 
144 
Neg 


thalene 
Sulfonic 


6% 
Sodium 
Thio 


cyanate 


t Area % 


Feelsher 


— | 
1 
= = 2+ 3+ 3+ 

2 
1+ 

3 Neg Neg Neg 
4 ‘ot 
6 Neg % 
: 1+ 1+ 1+ 
= 
8 
2.59 2.47 Neg. 1+ 14 : 
4.2 3.6 hot 1+ 
10 4.9 2.3 Neg 164 : 
3.2 3.55 24 24 
12 5.00 2.6 24 z 
13 1.15 3.10 = 2+ 3+ 3+ 2 
14 
3.21 3.94 1+ 1+ 
15 3.8 7.1 
3.30 3.50 : 
17 4.02 3.02 Neg 154 
18 
4.22 2.88 Neg. Neg. 14 14 
3.69 2.82 Neg. 
20 2.40 2.36 Neg. Neg 14 1+ ; 
21 3.80 2.96 Neg. 144 144 ‘ 
22 
3.92 2.42 Neg 
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thought it of interest, first, to determine 
whether other ions of the classic lyotropic 
series and particularly other sulfonates 
would have similar effects and, second, to 
investigate some of the factors in’ serum 
that might be involved in the precipitation 
process. In this paper the effectiveness of 
12% p-toluene sulfonic acid, 6% B-naptha- 
lene sulfonic acid, saturated sodium benzene 
sulfonate, and 6% sodium thiocyanate in 
glacial acetic acid are compared in flocculat 
ing ability in various sera. Because some 
of these substances are poorly soluble in 
glacial acetic acid no attempt was made to 
compare equimolar concentrations. Also, 
the use of dilutions much less than 6% 
often resulted turbidity reactions that 
interfered with the reading of the amount 
of flocculation. The sodium thiocyanate 
solution regularly became yellowish in color 
in the glacial acetic acid after standing for 
a few days, but this did not seem to inter- 
fere or change its flocculating ability. Pref- 
erably it should be freshly made before use. 
It was found best to allow the saturated 
sodium benzene sulfonate to stand for 
several days. with an excess of the salt 


before use. 


Method 


The tests were performed by two methods. 1. To 
2 drops (somewhat less than 0.1 ml.) of serum, 
2 mi. of each of the testing solutions was added 
by allowing it to flow down the side of a small 
test tube, and the amount of precipitate was noted 
according to the specifications of Jones and Thomp- 
son, 2. Two drops of serum were added to 2 ml. 
of the test solution in a 3 ml. tapered centrifuge 
tube, The tube was corked and inverted or shaken 
several times and then centrifuged at a fixed rate 
for 10 minutes. In this way the amount of precipi- 
tate could be noted at the bottom of the centrifuge 
tube. The degree of precipitation was generally 
compared in the four solutions tested at one time 
and rated as from + (just perceptible sediment ) 
to 4+ (heavy flocculation). Occasionally, in addi- 
tion to the flocculation, some turbidity was noted 
in the supernatant fluid. 

The Table lists some dermatologic and non- 
dermatologic conditions in which these serum 
flocculation tests were carried out. Normal values 
for albumin were 4-5 gm/100 ml.; globulin, 2-3 
gm/100 ml, and y-globulin, 0-1.25 gm/100— ml. 
Average normal values by the paper electrophoresis 
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method, in area per cent, were y-globulin, 12.4% ; 
B-globulin, 7.1% ; a:-globulin, 2.6%, and az-globulin, 
11.2%. 

It will be noted from the Table that the new 
reagents used (sodium benzene sulfonate, B-naph- 
thalene sulfonic acid, and sodium thiocyanate) were 
all able to produce precipitation in many of the 
sera, Their ability to do so varied, the thiocyanate 
and B-naphthalene sulfonic acid being most effi- 
cient. Whenever the Jones and Thompson test was 
positive the other reagents also gave positive tests, 
generally to a greater degree. 

It will also be noted that in several cases where 
the Jones and Thompson test was negative one or 
more of the other reagents gave a positive reaction. 
These four reagents may be placed in an approxi- 
mate order of increasing sensitivity as follows: 
12% p-toluene sulfonic acid <saturated sodium 
benzene sulfonate <6% £-naphthalene sulfonic 
acid <or=6% sodium thiocyanate. 

iffect of Added Immune Globulin—To the 
serum of Patient 21 immune poliomyelitis globulin 
was added drop by drop until a just perceptible 
finally divided precipitate that persisted was given 
by 2 drops of this serum added to the 12% 
p-toluene sulfonic acid solution. The tests were 
then performed by the centrifuge method. The 
following results were obtained: p-toluene sul- 
fonic acid, %+ precipitate; saturated sodium ben- 
zene sulfonate, 14 precipitate; 6% B-naphthalene 
sulfonic acid solution, 2+ precipitate; 6% sodium 
thiocyanate solution, 34- precipitate. Immune 
y-globulin was added to the serum of Patient 22 
until a just perceptible precipitate resulted with 
12% p-toluene sulfonic acid. The total globulin 
(of this serum) was increased by this addition 
from 2.42 gm/100 ml. to 3.78 g¢m/100 mi. 

Lffect of Inactivation at 56 C.—Inactivation of 
the serum of Patient 17 at 56 C for 30 minutes had 
no effect on the degree of precipitation by any of 
the four solutions. 

ffect of Added Albumin—Immune globulin was 
added to the nonfasting serum of a patient with a 
mild contact dermatitis of the hands until a very 
faintly positive precipitate with 12% p-toluene sul- 
fomic acid and a 1+ to 2+ precipitate with 6% 
sodium thiocyanate were obtained. To this patient's 
serum 10 mg. amounts of powdered human serum 
albumin + were added to give a total of 50 mg. 
The 12% p-toluene sulfonic acid and 6% sodium 
thiocyanate tests were repeated after each addi- 
tion. No differences in the amounts of the pre- 
cipitates were noted after any of the additions of 
albumin. The final albumin concentration was 
7.25 gm/100 and the globulin’ concentration 
was 3.65 gm/100 ml. When isotonic saline solu- 
tion was added drop by drop to a markedly positive 
serum the reaction with p-toluene sulfonic acid 

+ Obtained through the courtesy of Cutter Labo- 


ratories, Berkeley, Calif. 
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rapidly became negative as the serum was diluted. 
When the diluent was a saturated solution of al- 
bumin in saline a much larger volume of diluent 
was required before the test became negative. 


Comment 


Serum precipitations by sulfonates and 


thiocyanate in acid solutions appear to be 


salting-out reactions and seem to be in 
some way related to the globulin concen- 
tration. There may be other factors involved 
as well, but there is no evidence that any 
of these reactions is specific for any one 
disease. The y-globulins in serum are the 
easiest. fraction to precipitate.'' Addition 
of y-globulin to negative serum will cause 
precipitation reactions to occur. In disease 
states qualitative as well as quantitative 
changes in protein fractions and their re- 
lations to each other may influence the ease 
of precipitation. The complexity of the 
situation is well seen when it is realized that 
serum may contain hundreds of  distinet 
protein. components as well as lipid and 
carbohydrate complexes that can influence 
precipitation reactions.'? In the serum from 
the patient with the nephrotic syndrome 
( Patient 


the elevated globulins and cholesterol (514 


13), the low albumin as well as 


mg/100 ce.) may have played a role in the 
heavy precipitation obtained. 

that a 
benzene sul 


It would appear from our data 


saturated solution of sodium 
fonate in glacial acetic acid would be some 
12% p-toluene 
sulfonic acid in detecting changes in the 


what more. sensitive than 


serum proteins. Saturated solution of 
sodium benzene sulfonate, therefore, might 
be more useful in detecting such changes 
in disease states. Precipitation by 6% 
B-naphthalene sulfonic acid or 64 sodium 
thiocyanate is still more sensitive and may 
show minimal precipitation in normal sera. 
Combinations of these tests may be of some 
value for the detection of qualitative and 
quantitative changes in sera in dermatologic 


or other diseases. 
Summary 
Ilocculation was produced in 
various diseases by solutions of sulfonates 


Felsher—Lewit 


sera of 


and thiocyanate in glacial acetic acid. The 
order of increasing effectiveness for floccula- 
12% p-toluene sulfonic acid< 
sulfonate <6% 

or<6% so 


tion was 


saturated sodium benzene 
B-naphthalene 


dium thiocyanate. 


sulfonic acid 

Previously negative sera became positive 
upon the addition of human serum immune 
globulin. Direct addition of albumin ap- 
peared to have no effect on the degree of 
Hocculation. In diluted sera the flocculation 
reaction persisted longer when albumin in 
isotomic saline was the diluent than when 
isotonic saline alone was the diluent. 

There seems to be some relation to the 
globulin content of sera, but other complex 
factors probably play a role. 

These reactions do not appear be 
specific for any one disease. 

Department of Dermatology, Northwestern Um 
versits 
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Psoriatic Family Tree 


LEONARD D. 
Psoriasis is generally accepted as an 
irregular, dominantly inherited 
The incidence of hereditary 
psoriasis may be as high as 80. 
Recently 


autosomal, 
dermatosis. 


five related persons with pso- 
Careful 
questioning enabled us to obtain information 


riasis have come under our care. 


Submitted for publication Oct. 7, 1958. 
Department of Dermatology, Physicians & Sur 
geons Clinic. 


Family 


GRAYSON, M.D., and HILLIARD M. SHAIR, M.D., Quincy, Ill. 


about their ancestors going back five or six 
generations. 

The following genetic charts will be of 
interest to all 
dermatosis. 


this stubborn 
All five patients are identified 
by an asterisk on Charts 2 and 3. The cases 


who manage 


reported as psoriatic were those who were 
diagnosed as such by physicians or those 
who had lesions resembling psoriasis, as 


described to us. Naturally, many of those 


Tree 


a -PSORIASIS 


INFORMATION 
Chart 1 
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identified as “normal” may have, have 


had, or will vet develop psoriasis. 


Comment on Charts 


children (at 


psoriatic woman married to a 


normal man had_ three least 


two had psoriasis). live of the ten grand- 
children 
grandchildren had the disease. Of 35 known 


and nine of fifthy-three  great- 
great-great-grandchildren, 6 psoriasis. 
There were 4 psoriatics in 19 known de 
scendants of these. A total of 27 known 


psoriatics in six generations! Fourteen 


were males and thirteen females. 
A psoriatic man (35) had three normal 


children. 


PSORIASIS b-MALE 


psoriatic man (0) married to a nor 
mal woman had 2 of & children with pso 
riasis, | of 16 grandchildren, and 1 of 9 
known great-grandchildren with the disease. 

A psoriatic man (7) had 3 of 10 children 
with psoriasis. One of these (with the dis 
ease) had nine children (one with psoria 
sis). The latter has one psoriatic and one 
normal child. 


had 


with and one without the disease. 


one child 
The for 


mer has four children of whom three have 


psoriatic woman (9) 


psoriasis. The normal sibling had no chil 


dren, but her brothers and = sisters had a 


total of eight children. Two of these (one 


from each psoriatic man) had the disease. 


Family #9 


*&-PATIENT SEEN 
IN OF FICE 


+ FEMALE 


Chart 


Grayson—S hair 


4 
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A psoriatic man (1/7) married to a nor- five to six generations. Chart 1 shows a 
mal woman had two children (one with pso- total of 27 cases of psoriasis among 123 


riasis). The person with the disease has persons in this “family tree.” Chart 2 


three normal children. reveals 5 cases of psoriasis of 86 persons. 
Chart 3 shows 6 cases of psoriasis among 
Summary 23 family members. Chart 4 reveals 7 cases 

four charts are presented, illustrating of psoriasis of 16 persons. 


psoriasis in one family traced back from Physicians & Surgeons Clinic, 1101 Maine St 
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The Treatment of Alopecia Universalis with Methyl 


Prednisolone (Medrol) 


Associated with Vitiligo Involving Arms, Forearms, Neck, and Thigh 


IRWIN I. LUBOWE, M.D., New York 


| have described previously in three arti 


cles the treatment of alopecia areata, 


universalis, and totalis by the cautious use 
of cortisone, hydrocortisone, and their ana- 
logues, prednisone and prednisolone. In the 
later report,? I tabulated the result of treat 
ment of 68 patients with alopecia areata, 
totalis, and universalis with methyl prednis- 


olone (Medrol *). In a recent communica 


Submitted for publication Oct. 17, 1958. 
Clinical Assistant Professor of 
New York Medical College, and 
Metropolitan 
Harold 


Upjohn 


Dermatology, 
Associate Visit 
Medical 

Upjohn and Dr 


ing Dermatologist, Center 

* Furnished by Dr. 
Peltier, of The 
Mich. 


Company, Kalamazoo, 


Fig. 1.—On May 22, 1958. 


: also 


tion* in the Arciives have 
suggested the possible pathogenetic relation 
ship between hypopigmentation and mela 
nocyte formation associated with alopecia 


The 


alopecia ranged from 3 months to 25 years. 


areata totalis. duration of the 
| concluded that 62 of the male patients 
had complete regrowth and 3&8 had partial 
regrowth; also 58 of the female patients 
had complete regrowth, and 42¢¢ had partial 
regrowth. 

In conjunction with the intake of methyl 
prednisolone orally, regular periodic intra 
muscular 


(ACTH) 


Injections ot corticotropin 


are given weekly at the com 


A, lett lateral view, demonstrating absence of scalp and face 


air. B, frontal view, note absence of scalp hair, eyebrows, evelashes, and beard 


3 f 
fi 
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mencement of therapy and subsequently 
semiweekly and monthly as a maintenance 
dose. 

In view of the unusual features of this 
case it was deemed advisable to describe the 
interesting features and the result of ther- 
apy as a case history. 

Harris and Lerner * mentioned the simi- 
larity of the amino acids in the sequence 
of the a-melanocyte-stimulating hormone 
with that of corticotropin. They observed 
that the 13 amino acids that are chemically 
contained in the hormone are identical in 
structural formation to the 13 amino acids 
in corticotropin and are, interestingly 
enough, present exactly the se 
quence. | have also observed in the treat- 
ment of alopecia totalis that after hair re 
growth there is a subsequent increase of 
the the the 
extremities, and the body. The hair usually 


pigmentation of face, neck, 


commences to grow, devoid of pigment, and 


eventually acquires the similar shade and 


pigment of the rest of the hair of the body. 


Report of Case 
\ Negro 


professionally 


man, 36 vears of age, consulted me 


hecause of alopecia universalis of 
16 years’ duration. He gave the following history. 

He commenced to lose hair in patches at the 
age of 7, and there was intermittent loss and re- 
growth of hair in irregular distribution on the scalp 
until the age of 15. At this age there was full 
growth of scalp hair; however, there was sparse 
growth in the axilla and in the pubic area and no 
heard growth 

Setween the age of 15 and 18, the patient ex- 
perienced further infrequent loss of hair in patehy 
areas of the scalp, with spontaneous remissions 
until the age of 19, when there was complete loss 
of hair and regrowth stopped 

The alopecia totalis began in April, 1942, con- 
current with an attack of illness which was diag- 
nosed as a nervous breakdown and later correctly 
diagnosed as psychoneurosis and pernicious anemia. 
In June, 1942, 
Chesapeake and Ohio Hospital in Clifton Forge, 
Va. At the 
included 


the patient) was hospitalized at 
examinations 


blood 


cell count, including red blood cell count and white 


hospital, laboratory 


urinalysis, hemoglobin, complete 


blood cell count, basal metabolism, bone marrow 


punctures, 17-ketosteroids, hormone studies, and 


sedimentation time. was under the 


Allen Lehew of 


The patient 
direct care and supervision of Dr 
Lewisburg, W. Va. 


92/666 


A. M. A. ARCHIVES OF DERMATOLOG) 

At the end of June, 1942, the loss of hair was 
complete, involving the scalp, eyebrows, eyelashes, 
beard, axilla, chest, pubic area, arms, legs, and 
thighs. During the next 15 years, after the patient 
hospital, the following 
application of phenol; 


was discharged from the 
treatments were utilized: 
zinc chloride; pilocarpine, topically and by injec- 
tions; crude coal tar, topically; ultraviolet; mas- 
(vitamin B,) 
liver 


injections of thiamine and 


(vitamin Buz); 


sage; 
cyanocobalamin extract; 
estrogenic hormone, and testosterone. 

The patient was first examined on May 19, 1958, 
and presented an alopecia universalis, as previously 

Fig. 2—On May 22, 1958, same patient as in 
Figure 1, demonstrating vitiliginous areas of neck, 
forearms, thighs, legs, and feet. 
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Fig. 3.—On Sept. 2, 1958. 4, 


METHYL PREDNISOLONE 


frontal view, and B, left lateral view, demonstrating excellent 


hair growth of scalp, eyebrows, eyelashes, and beard after treatment with methyl prednisolone 


for three and one-half months. 


( Medrol) 


The 


areas which involved the left) preclavicular area 


deseribed. patient demonstrated —vitiliginous 
There were also irregular, confluent and separate 
vitiliginous areas of the internal surtaces of the 
arms, forearms, and wrists, extending to the dorsal 
surface of the hands and phalanges. There was 
also evidence of irregular, spotty vitiliginous areas 
of the internal and anterior surface of the thighs 
and large confluent areas of the middle and lower 
third of the legs, involving the anterior surface of 
the feet 
Laboratory 


hlood — cell 


time, and hormone studies, were negative. 


studies, which included urinalysis, 


count, 17-ketosteroids, sedimentation 


Basal 


metabolism and protein-bound iodine tests were 


normal. Blood pressure was 126/84; weight, 175 
The 


methyl prednisolone, 12 my. daily, and injections 


Ib.; height, 72 in. patient was placed on 


of zine corticotropin, 40 units weekly. The weekly 
zine continued 
1958, 


served on the scalp, evebrows, and beard for the 


injections of were 


until June 11, 


corticot ropin 


when hair vrowth was’ ob 


first time. It was also observed on the upper and 
lower extremities and the rest of the body. The 
hair of the scalp, eyebrows, and beard, as demon 
Sept. 2, 1958, in 
dicated a good growth response to corticosteroid 


strated in the photographs of 
corticotropin therapy. The vitiliginous areas have 
hecome erythematous, and small islands of pigment 


have appeared, as suggested by the patient and 


Lubows 


demonstrated by clinical observation. The patient 
is being maintained on a residual dosage of methyl 
prednisolone, 9 my. daily, and intramuscular in 


jections of zine corticotropin, 40° units monthly 
The scalp and body hair growth are continuing at 


Weight and blood 


have remained constant during the period of treat 


a progressive rate pressure 


ment and follow-up observation. There is no evi 


dence of electrolyte disturbances, Cushingoid 


features, epigastric distress, or emotional disturb 


ance. On the contrary, the patient, who was 
formerly shy and introverted, is now well adjusted 
and extremely happy about the appearance of the 


hair on sealp and body 


Summary 


The case of a patient with alopecia uni 
versalis of years’ duration is presented 


to demonstrate the stimulation of the pilo 


sebaceous system with methyl prednisolone 


and corticotropin. There is) evidence of 


good hair regrowth after four months of 
therapy, without any constitutional body 
changes or disturbance of electrolyte me 
tabolism. 


667 Madison Ave. (21) 
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Calcinosis in Dermatomyositis 


Observations on Course of Disease in Children and Adults 


SIGFRID A. MULLER, M.D.; RICHARD K. WINKELMANN, M.D., and LOUIS A. BRUNSTING, M.D., 


Rochester, Minn. 


Dermatomyositis is a disease of various 
cutaneous manifestations associated with an 
degree of nonsuppurative 


skeletal 


muscles is always a factor and is respon- 


unpredictable 


polymyositis. Involvement of the 


sible for the varying degrees of disability. 


The characteristic and unusual features of 


disease have been described else- 


1-4 


this 
where. Important among these is calci- 


nosis cutis. As a result of our recent 


review of calcinosis in scleroderma,” we 
decided to extend these investigations to 
include dermatomyositis. It was our pur 
pose to examine the relationship of caleino 
sis to prognosis in dermatomyositis as well 
as to contrast its pattern of occurrence to 
that scleroderma. 

From the records of approximately 260° patients 
seen at the Mayo Clinic from 1945 to 1955 > with 
the diagnosis of dermatomyositis, sclerodermato 
myositis, poikilodermatomyositis, and polymyositis, 
we selected 182 as representative of classic derma 
tomyositis; we rejected any case in which clinical 
and laboratory features were questionable. Of these 
182 patients, the records of 64 were discarded be 
cause of short-term follow-up. The remaining 118 
patients, all of whom were followed for a minimum 
of one year, form the basis of this report. 

Of the 118 patients, 87 were adults (more than 
18 years of age) and 31) were children (less than 
The youngest patient was 18 
In both of these 
groups, the ratio of females to males was about 3:1 


(Table 1) 


\lthough the disease in these two age groups is 


18 years of age) 
months, and the oldest, 71 years. 


similar, calcinosis is said to occur more frequently 


among children. Among the &7 adult patients, 12 
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Taste 1. Age Distribution of One Hundred 
Lighteen Patients with Dermatomyositis Seen 
at the Mayo Clinic from 1945 to 1955 


Age, Yr Female Male 
10 
7 
0 


had caleinosis and 75 did not, while 17 of the 31 
children had calemosis and 14 were without calet 
The 


children 


nosis prognosis 1s also said to be severer 


among than among adults. Because of 
these reported ditferences, the disease in these two 


age groups will be discussed separately 


Calcinosis Associated with 
Dermatomyositis 


In Children the 31) children with 
dermatomyositis, 8 (6 girls and 2 
dead. Of the 23 
children, 17 (14 girls and 3 boys), or 74%, 


of the 


boys ), 


or 26%, are surviving 


had calcinosis. severiteen 
patients with caleinosis had extensive patho 
logic calcification of soft tissue. The aver 
age duration of the disease at the time of 
diagnosis of calcinosis was 2. 
of 2 
months to 7 years. 

The 


centered in the skeletal muscles of maximal 


» years, with 


a median years and a range of 6 


sites of calcinosis were primarily 
involvement, that is, the proximal muscles 
of the shoulder and pelvic girdles. Smaller 
amounts were found seattered widely in the 
more peripheral muscles of the extremity 
and trunk, especially near the elbows and 
knees. Figures 1 and 2 are representative 


of the extensive calcinosis seen in the roent- 
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Figure 1 
genograms of children as a result of derma 
tomyositis. 

Kight patients with calcinosis cutis were 
incapacitated periodically by episodes of 
ulceration with extrusion of calcified debris. 
These ulcerations frequently occurred near 
the buttocks and thighs and were accom 
panied by cellulitis and a severe systemic 
reaction. After expulsion of the calcified 
foreign body the ulcerations usually healed 
promptly. In a few cases surgical removal 
was necessary. In only one patient was 
the degree of caleimosis significantly de 
creased by the episodes of ulceration. In 
several patients the degree of calcinosis in 
creased over several months, then reached 
a peak, and leveled off. 

Of the 17 children with calcinosis, only 
| has died. Death due to uremia occurred 
ina child whose lupus erythematous (L.. 
This 


was reported recently by Christianson and 


clot test) gave positive results. case 


co-authors.” Of the remaining 16 children 
with calcinosis, the disease was considered 


inactive in all but 1. As a group, these 


patients were severely incapacitated, al 


though a few of them were attending 
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Figure 2 
Fig. 1—Extensive calcification in the soft tissues 
of the buttocks as a sequela of dermatomyositis 
Fig, 2. 
proximal muscles of pelvic girdle as a result of 


Evidence of extensive calcinosis in the 


dermatomvositis 


school. Only one patient, whose condition 
was followed for five years, was near nor- 
mal in physical activity. 

Of 14 children without calcinosis, 7 have 
died. The average duration of the disease 
before death was 16 months, with a range 
of 6 to 28 months. Of the surviving seven 
children without calcinosis, the disease was 
considered active two and = the course 
was downhill. One patient had recovered 
almost completely and was engaging in his 
usual routine after two years. Four. pa- 
tients had moderate degrees of restriction 
of physical activity, but none were bed- 
ridden. 

Adults.-Of the &7 


dermatomyositis, there were 


adults having 
26 (16 women 
Of the 


61 surviving patients, 12 (200) had calei- 


and 10 men), or 300¢, who died. 


nosis. In 8 of the 12, calcinosis was exten- 
sive. The average duration of the disease 
at the time of diagnosis of calcinosis was 


3.8 years, with a median of 2.5 years and 


a range of 6 months to & years. 

The sites of pathologic calcification were 
centered) primarily near the shoulder and 
pelvic girdles, but this was not so clearly 
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children. Considerable 


calcification of soft tissue occasionally was 


evident as the 


found scattered in almost any of the skeletal 
muscles but especially near the elbows and 
knees. In three patients episodes of ulcera- 
with discharge of calcium 


tion occurred 


crystals, but usually these were not so 
severe as those in children. 
None of the 12 adults 


have died to the time of this writing. The 


with calcinosis 
disease was considered inactive in 11; how 
ever, all were severely incapacitated, and 
3 were bedridden. 

Of the 75 adult patients without calei 
nosis, 26 have died. In four patients, the 
cause of death was not related to the dis 
ease. The average time of death after onset 
of the disease was two years, with a median 
of one and one-half years and a range of 
three months to six years. A fourth of the 
first year of the 


deaths occurred the 


disease. The average age at death was 48 
years, with a median of 52 years and a 
range of 23 to 64 years. The principal 
causes of death were intercurrent infection, 


respiratory failure, and myocarditis. 


Comment 


In our series of patients with dermato 
myositis, calcinosis usually occurred, cen 
tered mainly in the muscles of maximal 
involvement, that is, those of the shoulder 
and pelvic girdle. Smaller amounts of soft 
tissue calcification were observed scattered 
in the more peripheral muscles, particularly 
Caleinosis was 
20% of adults 


who survived the active phase of the dis 


near the elbows and knees. 
seen in 740¢ of children anc 
ease. These figures are considerably greater 
than those in previously reported series and 
can be accounted for by the fact that pa 
tients whose condition was not followed for 
at least one year were eliminated from our 


study. The diagnosis of calcinosis was usu 


ally made on an average of two years and 


seven months after onset of symptoms in 
children and three years and ten months in 
adults. 

Of the entire group of 29 children and 


2 


adults with calcinosis, all but 3 were fe 
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males. These three males were prepubertal. 
This greatly increased incidence of calet 
nosis in females was similarly observed in 
patients with scleroderma ® and would seem 
to indicate hormonal differences in initiat 
ing calcification of soft tissue, such as 1s 
known to occur in the avian egg-laying 
evele. We did not detect any sexual differ 
ence in relation to severity of the disease 
or to prognosis. 

In several patients, the amount of calcium 
usually over several 


increased — steadily, 


months; thereafter no apparent increase 


occurred. pisodes of ulceration with ex 
trusion of calcified debris occurred period 
ically in several instances, particularly in 
children. Ulcerations were frequently asso 
ciated with cellulitis and a severe systemic 
This 


probably due to the large amounts of cal 


reaction, definite reaction pattern is 


cium deposited the muscles the 
consequent association with much necrosis. 
These episodes of extrusion calettied 
debris occasionally were confused with ex 
acerbations of the disease. Healing usually 


occurred spontaneously, but surgical re 
moval of the caleitied debris was sometimes 
necessary. In only one patient was the de 
gree of calcinosis seen to decrease signifi 
cantly after such episodes. 

In the entire group of 29 patients having 
calemosis (17 children and 12 adults), only 
] patient, a child, died. Of the &9 patients 
14 chil 


This suggests that 


without calcinosis (75 adults and 
dren), 33 died (370 ). 
the occurrence of calcinosis is a good prog 
survival. leven so, the 


nostic sign of 


patients with calcinosis frequently were 
more severely incapacitated than those pa 
tients who survived but in whom caleimosis 
did not develop. This could mean that in 
most seriously ill patients death occurs or 
extensive calcification develops in the soft 
tissues. Calcinosis does not develop among 
those who are less seriously affected and 
disabilities. Of 11 


adults who recovered completely, none had 


who have less severe 


calcinosis. In two patients who had severe 
involvement of the proximal museles of 


the pelvis and relatively little in the shoul 
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der muscles, calcinosis developed only in 
the buttocks and thighs. It would appear 
that the development of calcinosis is de 
pendent on severe destruction of muscles. 
It should be emphasized that in the acute 
phase of the disease it is impossible to pre- 
dict the course of the disease or the final 
extent of muscle involvement. 

The incidence of malignant disease in our 
patients with dermatomyositis has been re 
ported elsewhere.” We have not observed 
a case with associated malignant disease in 
childhood, 

A comparison of dermatomyositis in chil 
dren and adults reveals numerous similari 
ties. There are, however, a few differences 
in the manifestations of this disease in the 
two age groups. Dermatomyositis may be a 
fulminating and rapidly fatal disease or it 
may run a more prolonged course of years. 
In our group the average interval between 
the onset of symptoms and death was 1.3 
years in children and years adults. 
Although the mortality rates were similar 
in both groups (260 and 3000), the chil 
dren escaped crippling incapacitating 
muscular damage (only 2 of 23° surviving 
children) much frequently than’ the 
adults. On the other hand, approximately 
a fourth of the surviving adults regained 
normal muscle strength; the remainder gen 
erally suffered less permanent incapacitation 
than the children. The increased incidence 
of calcinosis in children can be interpreted 
as owing to a greater proportionate degree 
destruction or to an inereased 


of muscle 
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tendency to calcification in the years of 
active growth. 

In our patients, Raynaud's phenomenon 
was not observed in children but occurred 
in approximately 10% of adult patients. 
Sclerosis of the skin, simulating sclero- 
derma, was observed in approximately a 
fourth of the adult patients but in none of 
the children. No correlation of sclerosis 
with prognosis could be detected. Most 
commonly the sclerosis was similar to that 
seen in acrosclerosis, but it was not always 
associated with ~vasospastic phenomena. 
The presence of severe primary myositis, 
confirmed by tests which showed positive 
evidence of elevated values for serum 
transaminase by electromyography and by 
biopsy, distinguished our patients from pa- 
tients having systemic forms of — sclero- 
derma. In our series of 230 patients with 
acrosclerosis recently reported,® none had 
significant myositis and all lacked the clin- 
ical and laboratory signs of dermatomyo- 
sitis. We submit that occasionally it may 
be impossible to differentiate dermatomyo- 
sitis and acrosclerosis. In these patients, 
careful interpretation and correlation of the 
clinical and laboratory features will usually 
resolve the difficulty in time. 

Irom our reviews of calcinosis in derma- 
tomyositis and scleroderma, we have ob- 
served several differences the pattern 
of occurrence of calcinosis in these two 
diseases. These differences are summarized 


in Table 2. 


Taser 2.—Comparison of Calcinosis in Dermatomyositis and in Scleroderma 


Dermatomyositis 


Incidence Both children & adults but especially children 
Centered mainly in proximal muscles of shoulder 


Distribution 
& pelvie girdles 


Scleroderma 


Only adults 
Usually in upper extremity, particularly hands 


Amount Usually large; commonly caicinosis universalis Usually small to moderate; rarely calcinosis univer- 
salis 

Diagnosis Usually 2 or 3 yr. after onset of disease Usually in 11th yr. of disease 

Course Frequent, severely disabling episodes of ulceration, Frequent episodes of ulceration, most commonly in 


usually in buttock & thigh 


Prognosis Very good for survival but poor for functional recov- 


ery 
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hands; usually not as incapacitating as in dermato- 
myositis 
Indicates chronicity, functional impairment usually 
not great 
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Summary 


The records of 118 patients with derma- 
tomyositis, seen at the Mayo Clinic from 
1945 to 1955, were reviewed in an effort 
to determine the significance of calcinosis 
in dermatomyositis and to contrast its pat 
tern of occurrence to that in scleroderma. 
the 
survival of patients with dermatomyositis 


In addition, course, prognosis, and 
were studied in view of the development of 
calcinosis. From this review, we have made 
the following observations : 

1. Calcinosis commonly occurs in derma 
can be 


and its development 


anticipated in most children who survive. 


tomyositis, 


2. Caleinosis is usually seen centered in 
the proximal muscles of the shoulder and 
pelvic girdles: calcinosis universalis is a 
common sequela. 

3. Caleinosis is usually diagnosed two 
or three years after onset of dermatomyo 
sitis. It signals a greatly improved prog 
nosis for survival but a poor outlook for 
functional recovery. 

4. Recurrent episodes of ulceration are 
a frequent manifestation of calcinosis in 


Muller et al 


dermatomyositis and occur most commonly 
in the buttocks and the thighs. 


5. The pattern, course, and associated 


prognosis of calcinosis in dermatomyositis 


differ distinetly from those of calcinosis in 
scleroderma. 


Mavo. Clinic 
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Cat-Scratch Disease 


A Selective Review 


RUTH R. RAUSCHKOLB, M.D., Cleveland 


History 

In 1932, alert to the repeatedly recurring 
history of cat scratch in’ patients whose 
clinical diagnosis of tularemia could not 
be confirmed by specific agglutination, Lee 
Foshay, a microbiologist of Cincinnati, 
sorted out a group of cases and called them 
cat-seratch fever. Robert Debré, a 
pediatrician, at about the same time was 
seeing, now and then, a case which was to 
prove to be this same ulceroglandular dis- 
The 


gators did not publish these observations, 


case. American and Trench investi- 
waiting to isolate the etiologic agent. In 
Greece, Petzetakis, in 1935, published a case 
of subacute monoadenitis he believed to be 
due to a lymphophilic virus and prepared 
and used antigen in its study. 

In 1945, Dr. Franklin Hanger, in New 
York, had the disease himself, and he and 
Rose prepared autogenous antigen which 
loshay and later Debre used on their pa- 
tients, obtaining a positive intradermal re- 
Debré published his) observations, 
1 


action. 
in 1954, as cat-seratch disease.' This was 
soon to be followed by a veritable rash of 
cases reported in France and the trenchant 
observations and investigations of Mollaret.* 

Greer and Keefer published the first case 
of cat-seratch disease in the United States, 
in 1951, a proved case in a 36-year-old man 
with cat contact, suppurative cervical glands, 
ephemeral papulovesicular eruption on the 
arms, and erythema nodosum on the right 
have since been 


Hundreds of cases 
£ 


reported. Daniels and = MacMurray, of 
Washington, D. C., have kept the entity in 
focus for the American profession by their 


several excellent studies. 
Submitted for publication Sept. 5, 1958. 
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Definition 
In its commonest form this variable dis- 
ease of probable virus etiology associates 
a cutaneous lesion of inoculation, regional 
adenitis, varying degrees of constitutional 
symptoms, including skin eruptions, and a 
history of cat contact, usually cat scratch. 
This clinical entity must be considered in 
the differential diagnosis of any regional 
adenitis and can be separated by a specific 
intradermal test. 
Etiology 
Although cat-scratch disease is certainly 
of an infectious nature, the causative path- 
identified. It 


apparently is not a highly infectious dis 


ogen so far has not been 


ease. It is believed the etiologic agent is a 
ubiquitous filterable virus, having a natural 
reservoir in animal or vegetable life and 
capable of penetrating every cutaneous or 
mucosal erosion. On the basis of skin test 
ing, with use of different sources of antigen, 
three strains of viruses have been 
lated.* 


lenged 


postu 
Debré and Armstrong have chal- 
that the 
infectious agent belongs to the psittacosis 


complacent acceptance 
lymphogranuloma group of viruses because 
of morphologic differences and the inability 
to grow this virus on chick embryo and 
tissue culture in vitro. 

striking 
scratch disease is the frequency of cat con- 
tact. 


fact in patients with cat 


Yet it has been known almost from 
the beginning that other dermal inoculation, 
known cat 

Mollaret, 
1950, 
found evident cat contact in only 500¢ and 


animate or inanimate, without 
contact may produce the disease. 


analyzing a series of 43° cases in 


warned against considering the cat essential 
for autonomy of the disease. 
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Such high incidence of nonfeline trans- 
mission has not been reported in ensuing 
years. Daniels and MacMurray,’ studying 
a series of 160 cases, established cat contact 
in 92%. Debré! compiled 390 cases and 
found cat contact in 839%. In family epi- 
demics, about a score of which have been 
described, a cat has always been found in 
the household. 

Present evidence suggests the cat trans- 
mits this nonbacterial regional lymphade- 
nitis only mechanically. Its transmitting 
capacity seems short, not more than several 
days or weeks. The cats are always healthy 
and usually young and playful. [:xtensive 
studies show they themselves do not have 
the disease and have no immunologic re- 
sponse to it. 

Stool filtrates do not produce the disease. 
Causative viruses have been unobtainable 
from the saliva, claws, or coat. The natural 
prey of cats, birds and rodents, have been 
suspected as the source of the virus, but 
no such disease has been found in them. 

Many patients have had the disease with 
no known route of inoculation, and many 
have been scratched or bitten by a cat with 
out acquiring the disease. 

The disease is practically unknown to 
veterinarians, and yet it may represent an 
occupational hazard to them. Of a group 
of 28 veterinarians from two localities in 


California where several active cases of 
cat-scratch disease had been seen, 7 gave a 
positive intradermal reaction to the specific 
antigen.” Only one was thought to have 
active cat-scratch disease. The survey was 
brought to an abrupt halt by the severe and 
persisting intradermal reactions encountered 
in four of the seven, suggesting an unusual 
degree of hypersensitivity due to constant 
contact or sporadic but continued contact 


with the etiologic agent of the disease. 


Symptoms 


el. Lesion of Inoculation.--\In most cases 


the disease is contracted by cutaneous in- 
oculation, though instances by way of the 
and intestinal 


conjunctival, pharyngeal, 


mucosa have been reported. 


Rauschk Ab 


The primary lesion of inoculation may be 
absent or so inconspicuous it is readily over- 
looked. 


cases, its clinical features are not diagnostic 


If present, as it is in 506 of the 
] 


Its location at the site of previous injury 
and its sluggishness in healing are its chief 
characteristics. It does not bring the pa 
tient to the doctor. 

Three to seven days after inoculation a 
little wound, usually on an unclothed area, 
a little papule with a red halo, an inflamed 
scratch, or a small uleer may appear. Mul 
tiple primaries are sometimes seen. The site 
of inoculation may appear d’emblée or sey 
eral days later, surmounting a papule. It 
may present as a paronychia. The patient 
often knows nothing of the inoculation or 
thinks it trivial. It 


only when the regional nodes enlarge. Oc 


may become manifest 


casionally a remarkable focal reaction o¢ 


curs the inoculation lesion when a 
positive skin test is obtained.? 
Regional cldenitis.—Usually within 


18-30 days after inoculation regional adeni 
tis ensues. The longest time interval from 
inoculation to development of adenopathy 
has been reported as 62 days. Recognition 
of the enlarged node is by sight rather than 
by pain. Particularly is this so in children 
Lymphadenopathy is a constant feature of 
cat-seratch disease and at times comprises 
the whole of the disease. It may assume 
a variety of forms, simulating most of the 
diseases of the lymphatic nodes. When the 
inoculation is on the extremities the nodes 
are unilaterally involved; when on the face 
and neck they may be bilateral. enlarged 
nodes may be found in unusual locations. 
The regional adenitis may attain striking 
size, seemingly disproportionate to the com 
paratively insignificant primary, and subside 
spontaneously. Lymphangitis does not oceur 
Absence of fluctuation does not always 
indicate free pus is not present. Often in 
the center of a node that seems to be firm 
one or several pockets of pus may be dis 
covered. About half of the cases suppurate. 
with the formation of yellowish green 
creamy material, which is invariably ami 


crobic. requently the node nearest the 
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primary lesion is small and less likely to 
undergo suppuration than the more central 
regional node. Generalized lymphadenop- 
athy, once considered never to occur in this 
disease, need not deter one from making the 
diagnosis. The axillary nodes are most 
commonly involved; those about the head 
and neck, next most frequently. The epi- 
trochlears are much less often involved and 
never without the axillaries. 

Usually at operation “the node” turns 
out to be a mass of nodes, a principal node, 
walnut-sized or larger, surrounded by two 
to four smaller nodes with loose periade 
nitis. When the principal node suppurates 
it is often reduced to a thin fibrous: shell 
around a large pocket of pus. On cut sec 
tion the opaque gray-to-light-yellow 
forecast the granulomatosis. 

C. Systemic Symptoms.— lever, malaise, 
headache, anorexia, and nausea are usually 
slight and do not exceed two weeks in the 
majority of cases. Three-fourths of the 
patients have fever, usually moderate and 
of few days’ duration. The symptoms of 
febrile infection may be marked, however, 
and more or less prolonged. They appear 
after and not before the adenopathy, which 
is sometimes silent. Absence of fever usu- 
ally means absence of suppuration, but the 
patients with fever are about evenly divided 
between those with suppuration and those 


without. 


Forms of Disease 

As experience accumulates, variants of 
the clinical form are being encountered. 
Inapparent and symptom-free forms  cer- 
tainly occur. is possible to acquire spe- 
cific allergy and doubtless immunity without 
clinically apparent disease. 

eruptive Form.—The appearance of 
an eruption in 7-10Ce of the cases poses 
another diagnostic problem. An exanthem 
of erythema multiforme type may appear at 
the onset of the fever while the adenopathy 


is progressing. [It usually disappears within 


48 hours, although on occasions it has been 
observed to wax and wane through the 
entire illness, even of weeks’ duration. 
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Searletiniform, morbilliform, pleomorphic, 
maculopapular, and even papulovesicular 
eruptions occur. [erythema nodosum has 
been seen often enough to necessitate con- 
sideration of cat-seratch disease in difficult 
etiologic problems of that dermatosis. 
Fever, joint) pain, and typical erythema 
nodosum and erythema marginatum have 
occasioned the provisional diagnosis of 
rheumatic fever in some cases. The patho- 
genic problem in these eruptive forms. is 
certainly resolved. While one might 
attribute the cutaneous manifestations to 
the virus of cat-scratch disease locating in 
the skin, it seems more likely to be on an 
allergic basis, relating the eruption to reac- 
tivation of the inoculation when adenitis 
develops or the intradermal reaction be- 
comes positive. 

Herpes zoster has been reported in cat- 
scratch disease. Zoster frequently accom- 
panies lymph node disease. 

Thrombocytopenic purpura in a case of 
cat-scratch disease required splenectomy 
for its considered management. intra- 
dermal test with the specific antigen two 
weeks later was positive. It was followed 
72 hours later by a short episode of purpura, 
which may have been an allergic response.* 

Ectopic and Complicated Forms. 
Buecopharyngeal, osteolytic, thoracic, pseu- 
dovenereal, mesenteric, and ocular forms 
are reported. 

The buccopharyngeal form has an acute 
onset, with fever and symptoms as of banal 
angina. The subsequent appearance of one 
or several suppurating cervical nodes or 
lateral pharyngeal abscess must always make 
one consider cat-seratch disease in differen- 
tial diagnosis. 

Daniels reported granulomatous  osteo- 
myelitis of a digit, directly associated with 
cat bite, but the patient had a negative 
intradermal test to a supposedly potent 
antigen. 

Adams reported a radiolucent lesion re- 
sembling eosinophilic granuloma in the right 
lium in a small boy whose right hip pain 
followed by some three weeks the onset of 
cervical lymphadenopathy. The node at 
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tained the size of a hen’s egg. It was in- 
cised and drained. Biopsy and culture of 
the bone lesion were reported as granu- 
lomatous inflammation compatible with a 
variety of diseases, including cat-scratch 
disease. The specific intradermal test was 
positive. The bone lesion was completely 
healed nine months later.” 

Thoracic forms are rare. They may pre- 
sent. with mediastinal masses, suggesting 
Hodgkin’s disease or atypical pneumonia. 

Duperrat coined the name “pseudovene- 
real form” for cat-seratch disease adenitis 
whose conjugal character and inguinal loca- 
tion led to the mistaken diagnosis of lym 
phogranuloma venereum.!” 

The actual frequency of the mesenteric 
form, as yet rare, may perhaps not be ap 
preciated. Acute mesenteric adenitis is fre 
quently encountered by pediatric surgeons 
and goes unexplained for the most part if 
there is no appendicitis, concomitant angina, 
or tuberculosis. Wegmann, Usteri, and 
Hedinger reported three cases, all posing 
the differential diagnosis of acute appen 
three 


dicitis. All were operated on. All 


had normal appendices with mesenteric 
adenitis. All had frequent cat contact. The 
specific intradermal test was strongly pos 
itive in each case, and the histopathology 
of the extirpated mesenteric nodes showed 
the granulomatous change consistent with 
cat-seratch disease.‘ 

It now seems apparent the syndrome of 
unilateral conjunctivitis and homolateral 
auricular node enlargement, described by 
Parinaud, in 1889, as infectious conjuncti 
vitis of animal origin, was actually cat 
scratch disease. This lays the ghost) of 
tularemia and many alleged causes of Part 
naud’s syndrome, but it does not clear up 
the relation of Leptothrix to the condition. 

Neurologic forms of cat-scratch disease 
the 
forms.!? Symptoms of neurologic forms are 


are among most esoteric of ectopic 
most commonly those of acute encephalitis, 
with abrupt onset and local or generalized 
convulsions. :ncephalomyelitis, myelitis, and 
radiculitis have been reported. The usual 


criteria for diagnosis are otherwise unex 
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plained encephalopathic symptoms develop 
ing within six weeks of the appearance of 
the adenopathy. per cent of these 
cases have shown the encephalopathy in 
the second week. The spinal fluids of 4 of 
the 14 cases reported to date showed pleocy 
tosis, with borderline increase in spinal fluid 
protein. To diagnose central nervous system 
cat-seratch disease one must be able to cor 
relate regional adenitis, the precocious ap 
pearance of encephalopathic symptoms, and 
a positive specific intradermal test. Again 
the question of actual invasion of the ner 
vous system by the virus or allergic re 
action 1s posed. The evolution of this form 
has been usually benign, but two deaths have 
been reported. 


Diagnosis 

The axillary and epitrochlear forms re 
semble ulceroglandular tularemia, the 
femoroinguinal lymphogranuloma venereum, 
while the cervical form suggests tuberculous 
adenitis, Hodgkin's disease, lymphoma, or 
pyogenic adenitis. In cases with polyadenitis, 
infectious mononucleosis, brucellosis, and 
sarcoidosis must be considered. 

Criteria usually applied to etiologic diag 
nosis can not be used in cat-scratch disease 
because we lack a method of isolation and 
identification of the organism, a serologic 
test whereby an increase in antibodies in the 
patient’s serum might be demonstrated dur 
ing the course of the illness under study, 
and pathognomonic pathologic findings. 

ll. Complement-lixation Test 


no useful serologic test. 


There is 
Complement-fixa 
tion studies with Lygranum ©. I. (chick 
embryo antigen) as antigen seem to bear 
only a fortuitous or spurious relation to 
cat-seratch disease. Some of these patients 
may show low-titer antibodies to Lygranum 
The proposition that this test is of some 
diagnostic significance in cat-seratch disease 
and indicates the virus has characteristics re 


lating it to the lymphogranuloma psittacosis 


group has been refuted by Armstrong." 
I 


granum reacts with complement-fixation 
antibodies from a number of different dis 
eases, attack by any one of which could 
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logically explain the presence of antibodies 
and readily account for the increased evi- 
dence in older groups, which actually occurs. 

B. Intradermal Test.—-A specific antigen 
has been developed for an intradermal test, 
similar in preparation, performance, and 
interpretation to the Frei test. The antigen 
is best prepared from pus aspirated from 
the affected nodes. Antigen prepared from 
macerated necrotic nodes removed at opera- 
tion is efficient but not as reliable. There 
is no commercial source of antigen at pres- 
ent. Obviously each antigen must be tested 
on known reactors and healthy controls, 
prior to relying on it for diagnostic use. 

positive intradermal reaction of de- 
layed tuberculin type appears in those sick 
with cat-scratch disease, convalescent, or 
cured, The intensity of the reaction varies 
in individual cases. The test 1s comparable 
to the tuberculin test and must be evaluated 
in terms of the clinical condition of the 
patient. Warwick ' has successfully trans- 
ferred this delayed type skin hypersensitiv- 
ity to cat-seratch disease with circulating 
leukocytes from patients convalescent from 
the disease and with strongly positive intra- 
reaction to three consecutive re- 
Attempts 
identical circumstances were unsuccessful. 
The skin 


specificity, No falsely positive reactions have 


dermal 


cipients. with plasma under 


test has high degree of 


been reported. Weak and negative reactions 


have been observed in cat-scratch disease. 


experience suggests a negative test with a 
single antigen does not eliminate the pos- 
sibility of the disease. A polyvalent antigen 
be the other infectious 


may answer, or 


agents, as yet. undescribed, present 


clinical 


may 


an identical situation, Sometimes 
a positive intradermal reaction provokes a 
focal reaction in the inoculation site, a re- 
vivescence. An increase in the volume of 
the adenopathy or a general reaction, even 
with exacerbation or reappearance of an 
eruption, may occur. 

According to Mollaret’s human experi- 
ments the time required to develop a pos- 
itive intradermal reaction is approximately 


a month. The ability of a patient who has 


104/678 


A, ARCHIVES OF DERMATOLOG) 


M. A. 
had the disease to react positively to the 
specific antigen may persist indefinitely. 
Many diagnoses have been made in retro- 
spect. The protean nature of the disease 
often leads to confusion in diagnosis, and so 
the clinician commonly requests wide 
variety of laboratory tests. All other bio- 
logical examinations give only presumptive 
evidence of the disease, which is identified 
with certainty only by the specific skin test. 

lor unquestionable diagnosis it is indis- 
pensable to demonstrate both cutaneous al- 
lergy and adenitis, for the allergy persists 
at least several years and in the absence of 
adenitis a positive skin test does not permit 
one to affirm a recent character of the 
inoculation, 

C. Histopathology. — Pathologically 
process is a granulomatous lymphadenitis 
formation, 


with abscess Node biopsy has 


great value of orientation, but the histo- 
pathology is not pathognomonic for the 
disease. The differential diagnosis micro- 
scopically concerns itself with other gland 
granulomas, such as tuberculosis, Hodgkin's 
disease, lymphogranuloma venereum, and 
tularemia and not with reticuloses. 

The starts in the cortex with 


hyperplasia of the reticuloendothelial cells. 


disease 


The process may stop at this stage and heal 
with fibrosis. Usually the hyperplasia is 
succeeded by a granuloma whose most typ- 
ical foci are arranged in concentric zones, 
from without inward, sclerosing bands en- 
closing a lymphoplasmocytic ring, a zone of 
palisaded epithelioid cells where giant cells 
of the Langhans and foreign-body types 
may be found, and finally, in the center, the 
necrotic acidophilic mass seeded with chro 
matin debris and secondarily infiltrated with 
more or less numerous polymorphonuclear 
leukocytes.’ As the process develops, the 
shapes of the larger lesions become irregular 
and angular, very similar to the stellate 
abscesses of lymphogranuloma venereum. 
Ultimately the normal orderly architecture 
of the lymph node is replaced by confluence 
of the necrotic foci. 

The basophilic granulocorpuscles Mollaret 
described in the reticular cells stained with 
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Giemsa and interpreted by him as visible 
forms of the virus and diagnostic in cat- 
scratch disease are considered by Winship 
as nonspecific, as he has found them in a 
wide variety of diseased lymph nodes.'” 

Biopsy of the primary lesion has shown 
a subacute inflammatory granuloma similar 
to that of the lymph node with the same 
reticular hyperplasia. 


Status and Distribution 


Standard Nomencla 


ture of Diseases and Operations accepts the 


The Committee on 


disease as “nonbacterial regional lymphad- 


enitis (cat-seratch fever). In) American 


disease is the termi 


Arbitrarily it) may 


literature cat-scratch 
nology generally used. 
be said this postulates cat contact, which 
is not obligatory; yet the name has served 
track 
moculation lymphoreticulosis predicts histo 


well to down the disease. Benign 
pathologic examination which is not always 


at hand, and reticulosis is somewhat un 
usually used in this situation. 

Cat-scratch disease is found throughout 
the world, in all climates, in all seasons, 
among all races, in town and country. The 
disease occurs) predominantly persons 


have been 


under 20 years of age. Cases 
ir 


reported in patients from 1& months to 72 
old. 


although the majority of cases in adults 


years There is no sex” preference, 


past 40 have been women. Among. recent 
nosographic entities this disease appears 
fairly common and is likely more frequent 
than the hundreds of cases so far described, 
for its clinical manifestations are exceed 
ingly variable. 
Experimental Studies 

extensive experimental studies have been 
conducted, particularly by Mollaret, Debre, 
and  Mollaret’ was_ finally 
able to transmit the disease to one of four 
human volunteers, and that after the fourth 
inoculation. He has successfully inoculated 
Old World monkeys. Lymph node swelling 
preceded the inoculation lesion. He believes 
the virulence of the virus disappears with 
necrosis observed 


suppuration the 
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should be interpreted as a secondary reac 
tion related to the establishment of the al 
lergic state and not to the multiplication of 
the virus in situ. 

Debré was able to induce cutaneous le 
sions without adenopathy, transmissible for 
successive passages, by inoculating 
crushed lymph node in rodents treated with 
cortisone before and after inoculation. Anti 
gen made from the resulting inoculation 
lesions did not provoke a positive intra 
dermal reaction in known cat-scratch-disease 
patients. The cutaneous papule could not 
be produced with the supernatant fluid of 
the lymph node emulsion, and so it may not 


have been a specific lesion moculation, 


Treatment 


It is difficult to evaluate treatment in a 
self-limited disease of usually benign course. 
Spontaneous and complete recovery is’ the 
rule, although weeks or months may be 
required, Chronic forms of the disease are 
described. Duration of over two years is 
remarkable. No cases of second attack have 


been reported. No patients have shown 
sequelae after subsidence of signs and symp 
toms, although fibrosis may cause indefinite 
persistence of the involved nodes. 

Puncture of the node permits the re 
moval of pus and has a therapeutic as well 
as diagnostic use. Surgical removal of the 
buboes may be most gratifying, but the 
criteria for operation should strict, as 
the disease is self-limited and the prime 
object of surgical intervention is to abort 
a potentially prolonged illness, with mini 
mum risk to the patient. Total excision is 
preferable to drainage, as the tissue is 
bacteriologically sterile. Margileth | believes 
surgical excision of a primary ocular lesion 
appears to shorten the course of the disease 

Antibiotics are ineffectual comparison 
with surgical treatment. Penicillin, strepto 
mycin, and sulfonamide drugs are without 
benefit. Some believe broad-spectrum) anti 
biotics materially shorten the disease. They 
should be used in prolonged disease and all 


ectopic and complicated forms. 
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Summary 


In its typical form cat-scratch disease 
associates a cutaneous lesion of inoculation, 
regional adenitis, and systemic manifesta- 
tions of fever, malaise, generalized aching, 
and anorexia. 

Among the variants of the common form 
of the disease eruptive forms are not rare. 


The eruption is always contemporary with 


the active state of the adenitis and may 
be generalized or localized, Where the 
regional adenitis involves the inguinal nodes 
differentiation must be made between the 
pseudovenereal form of cat-scratch disease 
and lymphogranuloma venereum. Derma- 
tologists need to include consideration of cat- 
scratch disease in their thinking. They will 
more likely see these patients as consultants, 
since the family physician, pediatrician, or 
surgeon has usually been approached first 
by the patient with his presenting symptoms. 


Republic Building (15). 
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A Note on Postinflammatory Hair Darkening 


WILLIAM B. BEAN, M.D., lowa City 


There is a growing illusion that scien- 
tific medicine can be advanced only by basic 
work in a laboratory. If that were true there 
would be no place for a clinical note or case 
report. On the other hand, problems which 
arise in a chemical labortory often have no 
connection with clinical medicine, or a con- 
nection may be perceived or emphasized 
only by those familiar with clinical medicine. 
The logical sequence is to go to the labora- 
tory with questions arising from the prob- 
lems presented by one or more patients. A 
virtue of the best of scientific medicine to 
day is the easy mobility with which a person 
with ideas can move from the ward or office, 
where he sees a clinical puzzle, into the 
laboratory, where he may find tentative 
solutions or explanations. Then he goes 
back to the patient to see if his new ideas 
Medical 


must keep moving along a two-way street, 


and) formulations work. science 
not just in one direction. This is done most 
effectively when one person is) skilled in 
several lines of endeavor. He can make the 
clinical observations, study the basic aspects 
of the problem, and then apply his results in 
a continuing clinical trail. He goes back and 
forth for other tests as new ideas occur or 
as results alter interpretations. “Today this 
is done oftenest by several workers. It is 
a team or task force approach. This is very 
effective, too, as long as one prima donna 
does not usurp too much of the glory or 
employ slave labor to do his work. 

A major reason for publishing a case re 
port is that it may illustrate a general theme 
or direct the attention of clinicians into 
sharper focus on what they believe 
they have known all along but usually are 
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only vaguely aware of. An example of the 
medical devant vu is seen in the phenomenon 
of liver palms, the palmar erythema com 
mon cirrhosis, which older clinicians 
claim to have known all along. In fact it was 
described as a fairly common clinical sign 
1942'* by 


workers independently. Still another reason 


for the first time in three 


is the utility of taking a cold, hard look at 


‘what everyone knows” or “what ts com 


mon knowledge,” for in such lore slumbers 
many an error and many an antique heresy 

lor such reasons, | report an example of 
the change in the color of the hair of two 
areas in my sealp, which occurred after each 
had been the site of a carbuncle. The areas 
back of the neck 
Members of my family noticed the darker 


were on the head and 


hair. Since being aware of the changes | 


have studied the back of my head, be 


coming adept in the use of two mirrors, a 
skill long established in the hair-doing and 
hat-fixing of milady. After a period of less 
than a year the hair has gradually lost its 
new dark color and the spots can no longer 


be identified. 


Report of a Case 


The subject was 47 years old, a professor of 


medicine, on vacation on the Atlantic seaboard, in 


North Carolina, in June, 1957, when a carbunele 
developed in the hairy region of the sealp above the 
left mastoid process. This was treated by the an 
clent conservative imstinets of an internist, by fre 
quent sunbathings interspersed with much salt 
water applied by swimming in the surf many times 
Since the 


at the beach, there arose no complaint of contami 


a day lesion was not noted by others 


nating the ocean. Under the influence of nature 


and this unorthodox regimen, without benefit. of 
surgery or drugs, the carbuncle spontancously op 
ened, drained, and rapidly healed. Karly July 
in lowa City, another of these miserable infections 
appeared, this one just above the hair line, 3 em 
midline and 


above the level of the collar, in the 
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squarely in the center of a fairly conspicuous, clon- 
vated nape nevus. Though the neck was uncom- 
fortable, the carbuncle did not interfere with my 
playing tennis. It was not possible to avoid the 
eager leers of my surgical brethren, but while they 
whetted their collective scalpels, arguing as to who 
should have this choice morsel to excavate and 
destroy, | spent a couple of days using frequent 
hot wet dressings. To the massive and frustrated 
consternation of my surgical colleagues, the car- 
buncle calmed down and evacuated itself spon- 
taneously. The amazed surgeons got in only a few 
strokes of mild probing. No antibiotics and no 
knives were used. Nothing like diabetes or other 
systemic evil was discovered, Thus | served as a 
‘ontrol in the carbuncle series 

The story might have ended here, but it is_ the 
sequel which provides the theme of this note. About 
October or perhaps November, when the holes were 
well filled and healing long since complete, hair at 
the sites of the carbuncle was seen to have become 
lark brown, almost black. My hair was very blond 
as a child and sandy in youth, but as early as my 
25th year strands of gray appeared. [| had_ esti- 
mated that currently | was about 75% yray, but, 
by actual count from several samples my barber 
clipped for me, | have found 538% is gray and 
7% is still a sandy brown color, Hair trom. the 


Posterior aspect of the head, showing the area 
of darkened hair in the lower region of the mastoid 
process on the left and the dark central portion in 
the midline 
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mastoid region where the carbuncle had inflamed 
the scalp was only 12% gray and 88% very dark, 
almost black (Figure). It was strikingly different 
from the adjacent hair not only in the reduced pro- 
portion of gray hairs but also in the darker color 
of all hairs which were not gray. | counted 1,000 
hairs from the dark and from adjacent unaffected 
areas. While the samples may not have been re- 
stricted exactly to affected and normal areas, the 
differences were so large as not to need any sta- 
tistical manipulation, The skin surrounding the 
site of the former crater of the extinct carbuncle 
on the neck is distinetly darker than adjacent: skin, 
with some irregular mottling and a heavily tanned 
color, The skin of the scalp over the mastoid area 
is not darker than neighboring skin, but this region 
is well protected from sunlight by a fairly heavy 
vrowth of hair. A year after the carbuncles, in 
July, 1958, the hair was slowly resuming its uni- 
form color. Unless one looked very sharply no 
differences could be seen. By October, there was 
no trace of this dark patch. Samples of hair from 
the general region are about 50% gray and 50% 
brown 


Comment 
The extensive studies of pigmentation of 
the skin and the many factors influencing 
hair growth and color are described with 
encyclopedic thoroughness in Rothman’s 
treatise.' A number of students of hair 
color man and animals have made 


scholarly contributions to the subject, 


though | have not come upon any deserip- 
tion of such a change as | have had under 
observation. An excellent summary of the 
factors influencing skin color is found in 
Rothman’s concise but comprehensive dis- 
cussion of the mechanisms of postinflamma 
tory hyperpigmentation, published in 1952.° 
The crux of the matter is that after in 
Hammation has subsided the skin has only 
about one-half as many SH groups as the 
adjacent normal skin; but whether the SH 
is used up in the process of increasing 
pigmentation or, being reduced by inflamma 
tion, no longer inhibits pigmentation is not 
known. Inflammation shares with other 
noxious stimuli the capacity to increase the 
production of keratin and hair. There was 
no gross increase in rate of hair growth in 
the dark areas of my sealp. Rothman sug- 
gests that) postinflammatory pigmentation 
may be related to the increased production of 
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keratin, such as follows irritating and mildly 


injurious stimuli in the horny-handed toiler. 
characterized by the 
formation of disulfide (-S-S-) bridges from 


Keratinization — is 


the sulfhydryl groups of native proteins. 
Perhaps this same oxidation of sulfhydryl 
groups to disulfides is responsible for in- 
crease in pigment and keratin. 

69 have told 
many fascinating things about skin and hair 


Several correspondents me 
pigmentation: that the hair regrowing in 
alopecia areata may be without pigment, 
either temporarily or permanently; that the 
chronic biting or irritation of the skin or 
scalp by morons or idiots may result in 
darker, coarser, and more rapidly growing 
hair; that pressure on the shoulder in those 
who regularly carry burdens and still earn 
a living with their muscles may cause 
darkening of the skin. Tanning of the skin 
from the sun is a common social fetish of 
our time. The reticular pattern of increased 
pigment from local heat, fire, radiation, or 


hot pad well known. Infections of 


various sorts may change hair color tem 
porarily. Hair darkens with growth and 


aging in most. fair-haired people before 


graying sets in. 

There is much evidence that rats 
pantothenic acid may be needed to prevent 
the hair from graying, but this is not so in 
man. WKwashiorkor somehow reddens black 


hair, but whether primarily by protein 


deficiency or not | do not know. Similar 
reddening has been described ulcerative 
colitis.™’ have seen two persons whose 
hair color changed from gray to its earlier 
light brown color during and after con 
valescence, one from pellagra and the other 
from Wernicke’s syndrome, but this was 
not observed in the very large majority of 


The 


growth has been reviewed in a masterly 


patients.!* whole problem of hair 


monograph by Montagna." 

The recent studies of Fitzpatrick and as 
"may lead to a more nearly com 
the 
have deseribed than any work done up to 


sociates 


plete explanation of phenomenon | 


Bean 


this time, but the mechanisms involved are 
just beginning to yield to the brillant 
studies of enzyme chemists. 


Summary 


An example of the postinflammatory in 
crease in pigmentation of the hair which 
the 
healing of carbuncles is described. Newer 


followed eruption and spontaneous 
researches may provide us with informa 
tion about the probable mechanism. 

Medicine, 


Hospitals, State University of Lowa 


Department of Internal University 
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Psychologie Aspects of Allergy 


HARRY L. ARNOLD JR., M.D., Honolulu, Hawaii 


Kor this is the great error of our day in the 
treatment of the body: that the physicians 
separate the soul from the body. 

Plato 

It may be said of the concept of allergy— 
as Alfred North Whitehead, the late great 
mathematician and philosopher, once said 
of Christianity— that it has been a calam- 
ity. The good it has done (and, like 
Christianity, it has done a great deal of 
good) is sadly counterbalanced by the stulti- 
fying effect it has had on the treatment of 
disease. Because we have believed, as 
(Leary said, we have stopped thinking, 
though it is to be feared that some of us 
who have disbelieved may have stopped 
thinking too, as Lobitz recently so engag- 
ingly pointed out.! 

Most doctors today are committed by our 
heritage from the microbiologic period in 
medicine to a belief, in general, in a single 
pathogenic mechanism for a single disease. 
None of us can remember the day—it was 
a century ago——when almost all reasonable 
physicians supposed that most diseases, if 
not all, had various causes in various pa- 
tients. Asthma, for example, in one patient 
was due to disturbed humors; in another, to 
congenital predisposition; another, to 
emotional stresses. Tuberculosis in this man 
was a result of malnutrition; in that one, of 
consumption; ina third, it was due to over 
work. 

It was not so much the mysteriousness nor 
the invisibility of bacteria that made men 
initially reject Pasteur’s thesis of the obliga- 
tive bacterial etiology of infectious dis 
eases; it was his “unreasonable” rejection 
of multiple or alternative causes they could 
not swallow. Claude Bernard, a great and 
thoughtful physician and physiologist, was 
one of Pasteur’s most outspoken opponents. 
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It is related that as Pasteur lay dying his 
thoughts turned upon their long antagonism, 
and he suddenly exclaimed aloud (in 
French, naturally) “After all, Claude Ber- 
nard was right. The bacillus is nothing. 
The terrain is everything!” It is this idea 
that led René Dubos, the renowned Rocke- 
feller Institute bacteriologist, to say not long 
ago in all seriousness that the longer he 
lived, the less he thought the tubercle bacil- 
lus had to do with causing tuberculosis. 
Some of you are already convinced, by 
natural perspicacity or personal experience, 
that emotional reactions may on occasion 
produce, without any apparent help, allergic 
disease. To those of you who are not | 
should like to say, as Oliver Cromwell once 
said to a hostile Parliament, ‘Gentlemen, 
| beseech you... believe that you may be 
wrong!” For, [| believe, you may. 


May the Exception Reveal the Rule? 

W. Lloyd Aycock, a physician and epi 
demiologist of distinction who graced Har- 
vard’s faculty until his death a few years 
ago, once remarked to me that the truth 
in epidemiology had not infrequently been 
revealed not by the usual occurrence but 
by the exceptional one. We are not accus- 
tomed to the revelation of truth in_ this 
unusual and paradoxical manner, and _ it 
therefore often escapes us when it is so 
revealed. 

People who get hives from eating certain 
foods or being given certain drugs or har 
boring certain bacteria, to which they are 
then said to be “allergic,” are familiar to 
all; this is therefore widely regarded as the 
usual way and, therefore, the only way to 
get hives. From this line of thought we 
get the case of the young lady whose urti- 
caria recurred promptly after she boarded 
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the five o'clock bus at the end of each work- 
ing day and whose skin tests to materials 
gleaned from the bus’s construction and 
floor dust were persistently, disappointingly 
negative. One day she missed the bus, and 
her hives began, as usual, at five minutes 
past five, with the bus a mile away. What 
caused her hives’ | don’t know the end 
of the story; but apparently she wasn't 
allergic to the bus. 

| know a little more about another young 
woman, who consulted me some 15 years 
ago about her daily attacks of urticaria, 
which had plagued her for over a year, The 
wheals always appeared late in the after- 
The 


dissection of her memory, the anamnesis, 


noon and were gone by morning. 


was not helpful. 

My casual, cursory summary of the kinds 
of emotional problems which might (| 
thought, and still think) give rise to such 
reactions happened to include the fear of 
pregnancy, since | was. still happily un 
aware that she was no longer married. At 
the mention of this, she began to cry and 
disclosed the sad story that she had main 
tained a liaison, since her husband's death 
over a year before, with a young man whom 
she did not love, on the basis of friends’ 
insistence that interruption of her sex life 
would be harmful to her. 

| explained the facts of life to her, to 
her intense relief (and, no doubt, her para 
mour’s intense dismay), hives 
promptly stopped. They returned two years 
later, apparently under the pressure of her 
inability to secure transfer to another office 
of the government bureau which employed 
her, where she could be near her fiance. The 
transfer went through, with some assistance 
from me, and the hives again promptly 
cleared. When she was last seen, 12 years 
later, they had not recurred. 

But the believers among you do not need 
such stories because you have a host of them 
yourselves, am sure, and the skeptics 
among you will not be impressed by them. 
Such cases offer no proof, you will say, 
that allergic mechanisms were not involved 
too; and | would agree that they do not. | 
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would insist that the converse be acknowl- 
edged too, however: just because a patient 


usually or even always gets hives after eat 


ing crabmeat, we should not conclude that 


no psychologic mechanism involved. 
Babies may be made in Heaven, as well as 
in bed, and for all we know, sensitization 
may be determined in the hypothalamus as 
well as, or instead of, in the lymph nodes or 


the skin. 


Objective Evidence 
Charpy, of Marseilles, reported in 1953 2 
that application of dinitrochlorbenzene to 
any portion of the afferent sensory nervous 
pathway of the guinea pig, from the skin 
right on up to the cerebral cortex, would 
cutaneous  eczematous 


induce immediate 


contact type sensitivity. have read no 
reports of any efforts to repeat Charpy’s 
experiments, but Polak * reported in) 1955 
that 


tion, and Ramos, in Brazil, showed in the 


denervation did not inhibit) sensitiza 
same year? that skin rendered anesthetic 
by tuberculoid leprosy could still be sensi 
tized by painting it with dinitrochlorbenzene. 
This admittedly casts serious doubt on the 
validity of Charpy’s results, but surely they 
are worth a little more investigation before 
being condemned as valueless. DeGracian 
sky and associates in’ Paris have recently 
reported ® that the threshold of sensitivity 
of guinea pigs to dinitrochlorbenzene, which 
remained stable in 52 and rose slowly in 
440 of 


levels in 710 of 37 animals receiving caf 


25 control animals, fell to lower 
feine and dextro amphetamine ( Dexedrine ) 
and rose to higher levels in 820 of 26 ani 
mals receiving chloral. 

Other bits and pieces of evidence of this 
objective sort have been brought to bear on 
the problem of the participation of the 
central nervous system in the pathogenesis 
Kepecs and 
1951 ? 


the results of psychiatric studies of 20 cases 


of so-called allergic diseases. 
associates, in Chicago, reported in 
of atopic dermatitis; they found most of 
them unduly dependent on their mother, yet 
hostile toward her, and troubled by major 
conflicts in their heterosexual feelings. 
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Obermayer * carried out careful psycho- 
metric studies on 14 patients with neuro- 
dermatitis and found a marked tendency 
to bottle up aggressive impulses. No specifi- 
cally neurotic trends were observed, though 
the Rorschach suggested preoccupation with 
tactile sensations. One cannot help wonder- 
ing whether a tendency to bottle up aggres- 
sive impulses is not characteristic of most 
of our more acceptable adult acquaintances 

and a good thing, too! But no doubt it 
can be overdone, and probably, as we shall 
see, it is safer to do it) consciously than 
unconsciously. 

Lynch and associates * had earlier been 
struck by the evidence for suppressed resent 
ment, tension, and increased assertiveness 
in 13 patients with disseminated neuroder- 
matitis. The odds against help from skin 


they found, were about five to one. 


testing, 

Levy also found, in a comparison of 
Korschach responses in 50 cases of neuro- 
dermatitis and 50) supposedly normal con- 
trols, that marked repressed hostility was 
common to all 50 of the patients with neuro- 
dermatitis. 

Russell and Last, in 1955,'' reported 
electroencephalographic studies of 57  pa- 
tients with atopic dermatitis. Of those 
under 1&8 years of age, 30@ had abnormal 
tracings; of those over 18 years, 47% were 
Most of 


abnormal. them, therefore, were 


mysteriously normal; still, it 1s of interest 


that random tracings of apparently normal 
persons vield only 10% to 15 of abnormal 
findings. 

From a practical standpoint, Williams’ 
1951 report '? of the successful management 
of 37 cases of atopic dermatitis between the 
aves of 3 and 13 years, merely by teaching 
their mothers to be demonstratively affec- 
tionate toward them, is impressive. Paired 


controls, treated) by purely dermatologic 
means, took much longer to achieve com- 
parable clinical improvement. 


1 will 


was intended, in any case, merely to indicate 


press this reeital no further; it 
to you some of the approaches that have 
been made toward answering the question 


of the mind’s participation in causing phys- 
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ical disease of the skin. Scores of similar 
studies have been reported; [| am not even 
sure | have alluded to the best. Ida Mac- 
Alpine '® has urged that this approach be 
avoided for the future and that more thor 
ough studies of individual cases be made 
instead. | think she is right. Much may 
still be learned by these objective surveys. 
but | believe they often miss the point; 
| am sure they miss it regularly in indi 
Neurotic skin 
not peculiar to any one class or kind of 


vidual disorders are 


Cases. 


person any more than broken arms are 


Again we may remind ourselves of Avy 
that the truth 
found in the exceptions as often as, or 


cock’s) observation may be 


maybe oftener than, in the rules. 


Biochemical Clues 

Whitlock, speaking at St. John’s Hospital 
for Diseases of the Skin, in London, last 
summer, called attention |! to some interest 
ing clues to a relationship between central 
nervous system phenomena and skin symp 
toms. He pointed out that itching is known 
to be associated with three seemingly un 
related things: administration of morphine 
(either subcutaneously or intracisternally ). 
hepatic disease (with or without jaundice ). 
and the intravenous injection of anticholin 
that) morphine’s 


known anticholinesterase activity may be the 


esterase. He suggested 
clue to the relationship between two of 
these phenomena and that the cholinester 
ase-inhibiting property of ammonium salts, 
which accumulate in hepatic disease, may 
relate another pair. He asked whether cen 
trally produced itching might result) from 
accumulation of acetylcholine. Acetylcholine 
itself (or anticholinesterases) will, he pointed 
out, activate changes in electroencephalo 
graphic tracings, an effect which is blocked 
by atropine. 

West, a University of London pharma 
cologist, speaking in the same symposium,!” 
offered some interesting thoughts about 
5-hydroxytryptamine, better known as sero- 
tonin. He described experiments showing 
that the production of anaphylactic periph- 


eral edema in the rat by the injection of 
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egg white is the result of the release from 
mast cells not of histamine, but of serotonin. 
Since the serotonin content of the rat’s 
skin is about 30 times that of man’s, the 
applicability of this observation to human 
Stull, it 
that a compound so vitally implicated in 


disease is limited. is interesting 
central nervous system physiology should be 
responsible for a peripheral allergic phe- 
nomenon. The wheezing accompanying the 
carcinoid syndrome is presumably an analo- 
gous phenomenon. 

Before leaving this aspect of the matter, 
| should like to suggest that we have all 
seen far better therapeutic effects the 
management of allergic skin disorders since 
we have been using drugs with decided 
central nervous system side-effects than 
when we were using drugs of solely periph- 
eral activity. [epinephrine was the first, | 
suppose, and | need hardly remind you of 
its potent if transitory effects on both the 
brain and the skin. Then came histaminase, 
with its purely peripheral effect; none of 
us over 40 needs to be reminded of what a 
disappointment if was. Then came the antt- 
histamines, with their frequently striking 
central nervous system side-effects and their 
relative clinical effectiveness. One of the 
better of the lot, phenothiazine (henergan), 
belongs as weil to a family of drugs which 
| might have mentioned more favorably in 
1956 or 1957 but 


which | now merely mention: the tranquil 


this connection in even 
IZeTS. 

Then came the adrenal corticosteroid hor 
mones, the cortisones, as Hench collectively 
designates them, natural and man-made. It 
is remarkable enough that they should arrest 
or alleviate such a fantastic variety of dis 
orders, including virtually every one that 
has been suspected of being allergic and the 
great majority of those that are suspected 
of being psychosomatic; they may be effec- 
tive in such apparently utterly different 
disorders as scleroderma, alopecia areata, 
urticaria, and neurodermatitis. [even more 
extraordinary is the story, in a recent article 
in Scientific American, that a pathological 
conditioned reflex was temporarily abolished 
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administration of 
had 


tioned to flex one foreleg repeatedly in 


or suppressed by the 


hydrocortisone. goat been condi 
response to the sound of a bell when an 
electric shock was applied to the leg after 
the bell was rung. After a single dose of 
hydrocortisone, the leg-flexing retlex was 
abolished. 

Thus, there is not only a physiologic link 
between the central nervous system and the 
suppression of peripheral allergic reactions, 
that is, the familiar hypothalamus-pituitary 
axis, but also a 


adrenocortical potential 


pharmacologic link in the opposite direction ! 


Personality a Determinant? 


Another recently offered piece of evi 
dence seems worth examining in this con 
Black, England, 
reported last April '® a patient with asthma 


nection. Mason and 
and hay fever, demonstrably sensitive by 
scratch test to pollens of grasses, trees, and 
spring flowers, who had been treated by 
pollen desensitization annually for 11 years, 
with only fair results. At the beginning of 


the 1957 season, she was first treated by 


remarkable 
success. Then it was suggested that on the 
next repetition of the skin tests they would 


posthypnotic suggestion, with 


be negative. They were! Passive transfer 
tests, done simultaneously, remained posi 
tive for the grass and tree pollens but were 
negative, like the direct tests, for the flower 
pollens. 

inally, let me call to your attention a 
scene from a recent movie, virtually a docu 
mentary film, dealing with multiple person 
ality, “Three Faces of Eve.” The scene is 
the doctor's office, and Black, the mis- 
chievous, hoydenish personality, has just 
emerged for the first time in the doctor's 
presence. She almost immediately begins to 
seratch at her legs and curse her demure 
alter ego, Eve White, for wearing “those 
damned nylons,” which she forthwith peels 
off. T learned on inquiry from her psychi 
atrist, Dr. Corbett Thigpen, of Atlanta, that 
Ikve Black invariably complained of itching 


when she wore nylon stockings and would 
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both stockings and if necessary 
nylon underwear whenever she “came out.” 


Patch tests to nylon were negative. The two 


remove 


personalities that later emerged in this re- 
markable young woman, “Jane” and “Ive- 
lyn Lancaster,” had no intolerance for nylon 
This may not 


represent. true contact hypersensitivity; 


hose or lingerie. may or 
certainly seems to indicate that itching can 
be dependent on the psyche alone. Inei- 
dentally, these four personalities had de 
cidedly different clectroencephalographic 
patterns. 

| will merely mention, in passing, a bad 
reason for relating emotions and disease : 
absence of evidence for an organic cause. 
If you look into a room for your hat and do 
not see it, it is not necessarily missing. It 


may be under the bed or on your head. 


Emotional Insight 


Let it be noted, however, that you cannot, 
in Mrs. Feeley’s telling phrase, have your 
cake without eating it too. Absence of evi- 
dence for a neurotic cause of disease is an 
inadequate argument against the 
It is a little like 


sections 


equally 
existence of such a cause. 
the absence of tubercle bacilli in 
of lupus vulgaris. One expects it and must 
not let himself be troubled by it, not unduly, 
anyway. 

I:motional insight is a rare phenomenon; 
one may question whether it is ever, in the 
waking state, complete. We are all strangers 
to ourselves in a very real sense; it 1s prob- 
ably a very good thing we are, for the sake 
amour propre. Vsyehiatrists can 
learn to understand us, sometimes with spe- 


of our 


cial aids for the purpose, far more success- 
fully than we can understand ourselves, or 
than we 
one another; indeed, this is just why we 


nonpsychiatrists can understand 


need them oceasionally, in case some of you 
may have wondered. 

Some novelists have a special feeling for 
this sort of penetrating thinking, and I 
should like to read a paragraph from a 
novel by one of the most penetrating of his 
ilk, D. H. Lawrence." 
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There was a woman who was beautiful, who 
started with all the advantages, yet she had no luck 
She married for love, and the love turned to dust 
She had bonny children, yet she felt they had been 
thrust upon her, and she love them 
They looked at her coldly, as if they were finding 


could not 


fault with her. And hurriedly she felt she must 
cover up some fault in herself. Yet what it was 
that she must cover up she never knew. Never- 


theless, when her children were present, she always 
felt the centre of her heart go hard. This troubled 
her, and in her manner she was all the more gentle 
and anxious for her children, as if she loved them 
very much. Only she herself knew that at the 
centre of her heart was a hard little place that 
could not feel love, no, not for anybody. Everybody 
She 


she herself, and her 


her: “She is such a good mother. 
Only 
children themselves, knew that it was not so. They 


said of 


adores her children.” 


read it in each other's eyes. 

thoughtful, 
of the 
elements that go to make the cursory psy- 


This paragraph will repay 


reflective study. It contains most 
chiatric study of a given case an unreward- 
ing process. Serenity of spirit, inner 
serenity, not just outward calm, may have 
its basis in a genuine absence of obstacles 
to serenity, but it may equally, and probably 
far more often does, have its basis in the 
patient’s ability not to be conscious of 
conflicts which at the conscious level would 
destroy serenity. A fidgety, tense, irritable 
patient probably does have, the Irish 
phrase, a “weird to dree”; but a conspicu- 
ously calm patient does not necessarily not 
have one. 

A physician who suspects a neurotic basis 
for his patient’s symptoms may ask the pa- 
tient, “Can you think of any reason why 
you might be emotionally upset—-or un- 
“Did 


anything happen just before the rash ap- 


happy—-or anxious—or tense?” or, 


peared which might have upset you a 


quarrel, a disappointment, anything to hurt 
And 
nine times out of ten, an unqualified, “No, 
Doctor 


your feelings?” the answer will be, 
nothing at all.” 

If the doctor's suspicion amounts to a 
certainty, he may say, as [recall having 
said to one young woman, “You have this 
skin problem because you have an emotional! 
conflict, because you are seriously unhappy 
about something,” and he may get the reply 
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(as I did), “Why, Doctor, that’s just ridic- 
ulous! | haven't any emotional problems at 
all. My life’s an open book. | 
work, and | love my friends, and | enjoy 
life thoroughly !” 


love my 


This young woman, an attractive 22-year- 
old) Chinese schoolteacher, telephoned me 
two weeks later to report that when she told 
her sister what I had said her sister replied, 
“Oh, in that case | know what your trouble 
is. That itch of yours came right’ where 
father struck you with a stick, when you 
were 11 years old, to punish you, and it 
broke the skin, and never healed: you've 
been seratching it ever since.” “And you 
know, Doctor,” the patient continued, “since 
she told me that it hasn't itched once, not 
felt like a 
so relaxed, and. self-con 
felt It’s 


once—and not only that, I’ve 
different: person 
fident! | 


wonderful!” 


never like this before. 


that she 
was under the care of a psychiatrist, who 


The following week | learned 
was starting her on electroconvulsive ther 
apy for acute schizophrenia. She made a 
good recovery and was ultimately helped 
through psychotherapy to forgive her father 
for his punitive and unaffectionate treat 
ment of her as a child. 

This pattern of utter unawareness of a 
basic pathogenic emotional contlict recurs 
so regularly in the occasional highly suc 
cessful case that | have a growing convic 
tion that it is the important pattern and 
that 
happiness in a patient suspected of allergic 


obvious nervousness, tension, or un 


or functional or neurotic disease is the wi 
important one. One should not really ask 
the patient, as | suggested a moment ago 


vO, 
“What 


should 


are you unhappy about?” One 
ask “What is it. that not 


unhappy about, but could be unhappy about 


you are 
if you allowed yourself to think of it?” 
Plainly, the only answer ts, “IT don’t know.” 
A conflict the patient is fully aware of 1s 
probably not pathogenic; a conflict the pa- 
tient can discuss easily and calmly is almost 
certainly not pathogenic. Reluctance and 
tears are the hallmark of the revelation of 


disease-producing problems. 
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As an argument for emotional causation 


of disease, this is of course purest tautology, 
and | do not offer it for this reason. | draw 
your attention to it for three reasons. lirst, 
I think it is vitally important to the under 
standing and management of patients with 
chronic neurotic or allergic symptoms not 
readily attributable to extrinsic causes. Sec 
ond, | am sure that it is, as a rule, over 
looked. Third, | consider that it is a possible 
explanation of the otherwise curious in 
frequency with which one finds-—on cursory 
inquiry, at least——a significant history of an 


emotional cause for allergic or neurotic 
disturbances. 
1874, in the First 


summarized a similar 


Forbes Winslow, in 


Lettsomian Lecture,'* 
view as follows: “Many a disease is the 
contre coup, so to speak, of a strong moral 
emotion; the mischief may not be apparent 
at the time, but its germ will be nevertheless 
inevitably laid 


Man’s reaction to man, as 
Henderson said after quoting the above, 
may be at least as important as his reaction 
to a microbe. 


Conclusion 


Two distinguished predecessors of mine, 


speaking in this. field, have resorted to 
poetry to summarize their views this 
matter. Inspired and yet warned —by their 


example, [ propose to do so too, but with 
a difference. They resorted to their own: 
| am resorting to the work of one of my 
Mrs. Phyllis 


favorite professional poets, 
MeGinley. 


DON'T SHAKE THE BOTTLE, SHAKE 
YOUR MOTHER-IN-LAW 
McGiniey 
When | was youne and full of rhymes 
And all my days were salady, 
Almost | could enjoy the times 


caught some current malady 
Then, cheerful, knocked upon my door 
The jocular physician, 


With 
My innocent 


tomes and with comfort) for 


condition 
Then friends would fetch me flowers 

And 
And | 


Concerning my 


rub my 
talk for 
attack 


nurses hack, 


could hours 


3 

| 
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But now, when vapors dog me, 


What solace do I find? 
My cronies can’t endure me 
The doctors scorn to cure me, 
And, though I ail, assure me 


It’s all a state of mind. 
It’s) psychosomatic, now, psychosomatic. 
Whatever you suffer is psychosomatic. 
Your liver’s a-quiver? You're feeling infirm? 
Dispose of the notion you harbor a germ 
\ngina, 
Arthritis, 

Abdominal pain 
Phey’re nothing but symptoms of marital strain 
They're nothing but proof that your love life 

is minus. 

The ego is aching. 
Instead of the sinus. 
So face up and brace up and stifle that sneeze 


It’s psychosomatic. And ten dollars, please. 


There was a time that | recall, 


If one grew pale or thinnish, 

The pundits loved to lay it all 
Qn foods unvitaminish, 

Or else, dogmatic, would) maintain 
Infection somewhere acted. 

And when they’d shorn the tonsils twain, 
They pulled the tooth impacted 

But now that orgies dental 


Have made a modish halt, 
Your ills today are mental 

And likely all your fault. 
Now. specialists inform) you, 

While knitting of their brows, 
Your pain, though sharp and shooting, 
Is caused, beyond disputing, 

Because you hate commuting 

Or can’t abide 

It's psychosomatic, now, psychosomatic 


your spouse 
You fell down the stairway ? It’s psychosomatic 
That sprain of the ankle while waxing the 
floors 
You did it) on 
Nephritis, 
Neuritis, 


A case of 


purpose to get out of chores 


the ague ? 


You're just giving in to) frustrations that 
plague you 

You long to he coddled, beloved, acclaimed, 

So you caught the sniffles 

And aren't you ashamed! 

And maybe they're right. But | 
my whieezes, 


“They've taken the fun out of having diseases.” 


sob through 


1948 The New Yorker Mavazine, Ine. 


Straub Clinic, Kapiolani St. and Thomas Sq. (14) 
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Psychosomatic Concepts in Atopic Dermatitis—a 


Critique 


ADOLPH ROSTENBERG Jr., M.D., Chicago 


The term “psychosomatic” is a relatively 
new one, but the concept of “psychosomatic 
disease” is of ancient lineage. Plato, in his 
dialogue, “Charmides,” has Socrates say, 
“The great error of our day in the treat- 
ment of the human body is that physicians 
separate the soul from the body.” Socrates 
was right. A man is a man, and he reacts 
neither psychologically nor somatically but 
as an integrated unit. Thus, strictly speak 
Such 


a view, while conceptually correct, is not the 


ing, all diseases are psychosomatic. 


most practical; but, unfortunately, neither 
the term “psychosomatic” nor the boundary 
of the concept of a “psychosomatic disease” 
have been precisely defined. Few would be 
impressed) with the relationship of the 
psyche to the rash of measles; yet many 
would wish to explore the interconnections 
of the psyche and the development of neu- 
rotic excoriations. 

While it 


the psyche and soma as though they were 


seems preposterous to discuss 
independent of one another, the assertion 
that there is a mutual interdependence be 
tween psyche and soma is not the same as 
asserting that there are causal connections. 
Much of the confusion in this field) stems 
from difficulty with the concept of causality. 

The nature of a causal relation will not 
be discussed, except to indicate brietly how 
it impinges on concepts Of disease. Gottes 
man and Menninger! make some pertinent 
comments with respect to the pervasion of 


causal thinking in medicine—to wit: 
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The tendency in medicine to describe the succeed- 
ing events in terms of causality, although constantly 
discredited by logicians and those concerned with 
the philosophy of science, received a strong prectical 
impetus from the discoveries of bacteriology. These 
discoveries led, in the early days, to an unqualified 
and unjustified renewal of the belief that disease 
was ‘caused, and caused in’ particular by the in- 
vasion of demoniac” representatives with Latin 
names. Actually the manifestations of disease are 
the product of many interacting forces, internal 
and external, physical and chemical, social, and 


psychologic. 

Philosophically, Gottesman and Mennin- 
ger are correct, but from the point of view 
of empiric pragmatic medicine, it seems rea- 
sonable to inquire, “Is there a certain fea 
ture of the over-all constellation which is 
sine qua non for the production of the clin 
ical picture?” * Few would deny that. in 
the development of a poison ivy dermatitis 
contact with the ivy is an essential inere 
dient. Many factors besides contact. with 
ivy influence the final clinical picture, but 
an uncomplicated ivy dermatitis—no ivy 
no dermatitis. One is entitled to ask the 
analogous question with respect to the so 
called psychosomatic ilnesses, “Are there 
any for which the emotional influences are 
No evidence which shows 


Ad- 


mittedly, this nowise contradicts the possi 


a sine qua non?” 
that such is the case is known to me. 


bility that such may ultimately be proven 
to be so, but it does indicate that in— the 
state of present knowledge the nature of 
the relation between psyche and is 
far from clear. Most physicians would be 
inclined to agree that there is an interrela- 
tion, but most of us are inclined to view 

*It might be pointed out that the usual relation 
of the sine qua non factor to the over-all sympto- 
matology is an intransitive one, i. ©. its presence is 
necessary but is not sufficient. 


PSYCHOSOMATIC CONCEPTS IN 
with suspicion the various formulations that 
have been advanced to explain how emo- 
tions are related to somatic illness. Grinker 7 
has voiced this as follows: 

. lack of critical challenge to the few existing 
theories has made assumptions seem unassailable 
and hypotheses capable only of confirmation. As 
a result, psychosomatic formulations have become 
stereotypes into which each patient’s life history 
and situation is molded by special focusing, selec 
tive interpretation, and omission or neglect of the 
incongruent, 

In my opinion, the most that can be done 
at present is to determine how significant 
the role of emotional factors is in a given 
constellation which is labeled as a certain 
It is well to remember that, while 
think of 


as though they were independent 


disease. 
medical students are taught to 
diseases 
entities, actually there are no such things. 
There are only people with signs and symp 
toms which are labeled as diseases. Unfor 
tunately, medical labels tend to single out 
one or more aspects of the total illness. It 
is then attempted to explain the production 
of the singled-out aspects by means of other 
factors which are a part of the same total 
constellation. In the condition disseminated 
lupus erythematosus no one would inquire, 
“How do the kidney lesions produce the 
skin lesions 2"; but one might ask, “What is 


the relationship between the kidney and 


cutaneous alterations; or one might in 
quire as to what other factors must exist 
in order for either or both of these to be 
present. 

So, too, in atopic dermatitis do not 
think it is proper to ask about the role of 
the emotions in the production of the skin 
lesion. It is appropriate and of interest to 
inquire as to what mutual influences the 
emotions and the skin lesions have on one 
another and to ask what other influences 
must impinge upon the total organism so 
that the emotional and the cutaneous alter 
ations are simultaneously displayed. 

No formulation will be offered, for, in 
my opinion, no formulation that will stand 
the test of time is possible at the present 
moment. Some of the theoretical explana 


tions that have been offered for psychoso 
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matic illnesses in general will be discussed 
to see how these apply, if at all, to atopic 
dermatitis, and some of the specific investi 
gations that have been done in order to 
evaluate the role of psychogenic factors in 
this condition will be mentioned. 

One of the earliest explanations advanced 
was that of conversion. Conversion is the 
term used for the postulate that repressed 
energy connected with the frustration of 
basic drives is converted into the functional 
The 


develop 


symptoms of bodily disease. lesions 


(symptomatology) — which then 
symbolize some repressed feeling or desire 
of which the patient is not aware at a 
conseious level. To put this more bluntly, 
the unconscious directs the body to develop 
the symptomatology im question. The older 
literature is replete with such case histories. 
The tithe of 


this; as, for example, “The Purpose and 


very the article may suggest 


ate of a Skin Disorder.” * Over the years 
many papers presented involved psychody 
namie formulations. Allendy,! for example, 
discussing a case of chronic eczema, 
concludes 

Her 
kill her 


a punishment for her 


hands were diseased that she might not 


father and her husband. Her eezema was 
desires to masturbate and 


her illness gratified her primary wish for idleness 
Such psychodynamic explanations are, to 
ine, in the realm of science fiction and more 
hetitious than scientific. They are reminis 
cent of the eymical definition of critic 
“as a person whose function was to furnish 
meanings that the author did not know were 
there.” It that 


interpretations are subjective products of 


should be obvious these 


the analyst. leven if there could) be no 


doubt as to the true emotional desires of 
the patient, 1. ¢., in Allendy’s case that she 
really did wish to kill her father, ete., there 
would still remain unexplained two some 
what How 


does one know that the eezema arose as a 


important pots, namely: 1, 
consequence of the aforesaid emotions, or 
indeed for that matter is in any way related 
to them? | suspect that at times the conelu 
sion that there is a relation may be no more 


logical than it would be to argue that if a 
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paranoic enters an analyst's office with the 
idea of shooting him but misses the analyst 
and kills some patient that is there, then 
that patient’s emotions killed him because 
emotional disturbances brought him to the 
analyst’s office. 2. Assuming that there 
could) be shown to be some connection 
between the emotions and the symptomatol 
ogy, it would then be necessary to explain 
why the particular system involved was 
chosen, e. g., say skin stomach, 


and by what mechanisms the lesions came 


and not 


about. Analysts have, of course, considered 
the last two questions at great length, and 
my subsequent discussion will briefly touch 
on some of the answers; but, to anticipate, | 
do not find any of the explanations very 
satisfactory or convincing. 

The study of personality profiles has been 
an area of much investigation in- psycho 
somatic medicine. [ssentially, what 1s as 
serted is that a high statistical correlation 
can be made between certain diseases and 
certain) personality types. A 
number of studies with respect to this have 
been done in patients with atopic derma 

Such persons have been studied by means 
of interviews, questionnaires, and a variety 
of psychologic tests in an attempt to cate 
vorize them with respect to so-called per 
sonality traits. Before discussing any of 
the results, it is important to realize that 
any conclusions based on this type of in 
vestigation are to a large measure subjee 
tive. The investigator has to interpret. the 
interviews or the results of some type of 
psychologic test; consequently, while there 
is a large personality terrain common to all 
of the studies, there are important differ 
A serious weakness to many of these 
include control 


ences, 
studies is the failure’ to 
groups for the simultaneous assessment of 
their personality structures; or, if a control 
group is included, it is a group of psycho 
neurotics. Very few studies have included 
a control group consisting of persons with 
some other chronic illness, especially one 


that involves the skin. It should be more 
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or less self-evident that if a comparison is 
made only between the psychoneurotic and 
the atopic it will not be possible to assert 
that any personality differences that may be 
found are unique or specific for the set of 
persons with atopic dermatitis but, assum- 
ing the personality structure found is con- 
sistent, which is doubtful, are characteristic 
for persons with (1) a skin disease, (2) an 
itching disease, (3) a cosmetic disfigure- 
ment, or (4) any combination of these. It 
might be pointed out that up to now all 
studies of this type have been retrospective, 
i. ©. persons with the disease in question 
have been investigated to determine in what 
personality respect they differed from 
“normals” or persons with some other dis- 
ease. It should be evident that this type of 
introduces difficulties in 


approach many 


herent proper) sampling, obtaining 
appropriate controls, and in the avoidance 
of bias. superior approach would be 
what has been labeled the “anterospective” 
one.* Here “normal” persons are evaluated 
from the point of view of their personality, 
life the better, then 


followed indefinitely see what, if any, 


the earlier in and 


physical ailments they develop. It is) my 


understanding that) such studies are in 


progress. 

The study by Greenhill and Finesinger ® 
has the merits of simultaneously comparing 
persons with atopie dermatitis, lupus ery 
and normal 


thematosus, psychoneurotics, 


controls. An excerpt from their conclusions 


is as follows: 

The evidence indicates that these patients [atopic 
dermatitis] tend to have more psychoneurotic 
symptoms than nonpsychoneurotic control subjects, 
although they do not approach the multiplicity of 
Spe- 


slight 


symptoms of the psyvchoneurotic patients. 


cifically the atopic patients showed a 
preponderance in childhood neurotic symptoms over 
the nonpsychoneurotic control groups. Absence of 
hysterical symptoms is noteworthy in the atopic 
They 


phobic symptoms and closely approach the psy- 


patients have a striking tendency toward 
choneurotic group in phobic and in compulsive and 


obsessive symptoms and personality traits. 


+ The term “anterospective” was given to me by 


Dr. Mark Lepper. 
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It is of interest that compulsive and obsessive 
symptoms were found to an equal degree in the 
patients with lupus erythematosus, who otherwise 
closely approached the group of normal controls 
As investigation proceeds in the study of psy 
chosomatic disorders, it appears that many con 
ditions, e. g. bronchial asthma, mucous colitis and 
rheumatoid arthritis, occur in personalities of this 
type. It may be that diseases of chronic nature 
produce by their very chronicity personality char 
acteristics of the compulsive-obsessive type. This 
relation warrants further investigation 

The questionnaire material and the more  in- 
tensive investigation of ward patients show that 
persons with atopic dematitis seem to have difficulty 
in their relations with other persons, being char 
acterized by greater incidence of feelings of hostil 
ity than the other groups studied, especially in 
relation to members of their own family. This 
hostility is rarely shown in overt action, for the 
patient, sensitive as he is, tends to suppress his 
feelings of anger, as is so strikingly brought out 
in the questionnaire. At the same time, he entertains 
feelings of inadequacy, is depressed, has lack of 
self contidence and is notably shy and sensitive 
The data show a greater incidence of all of these 
traits in the atopic group than in the group with 
lupus erythematosus or the normal control 
group. 

Possibly significant is) the observation 
that the person with atopic dermatitis tends 
to suppress anger. This seems to be one 
point that many investigators agree upon, 
but not all. White et al..!? from a Rorschach 
study of the neurodermatoses, conclude : 

Rosacea, seborrheic dematitis, neurodermatitis, 
and pruritus showed the most abnormal records ; 
atopic eczema and dermatitis artefacta gave the 
most normal patterns of response. Of the first 
group, the most consistent abnormalities were ex 
hibited by the rosacea patients. The predominant 
trends in their records were to an immature reac 
tion to life with a rather infantile but strongly 
inhibited affective response. All adjustments seemed 
poor, and neurotic trends marked. The hostility 
features were relatively low; whereas in sebor 
rhoeic dermatitis, where the records closely re 
sembled those of rosacea, hostility was a prominent 
feature. 

The tendency in the other dermatoses was to a 
more normal pattern of reaction, particularly so 
in the case of atopic eczema and dermatitis arte 
facta. Apart from the indication of strong ob 
sessional trends and ambivalent, somewhat 
constricted experience balance, the records in atopic 
eczema could be regarded as normal ones. Hostility 
was little in evidence in this group. 

As further examples of the lack of agree- 


Rostenberg 


ment, contrast the conclusions of Greenhill 
and linesinger, that the atopics closely ap 
proach the psychoneurotic group in phobic 
symptoms and in compulsive and obsessive 
symptoms and in personality traits, with 
those of McLaughlin et al.,'= who assert 
that there are a minimum of classic psy 
choneurotic — characteristics. Fiske and 
Obermayer '* say that the patients with 
neurodermatitis constitute a subgroup of 
the neurotic population in general but go 
on to say, 

Two characteristics frequently referred to in the 
literature as typical of the personality of the 
patient with neurodermatitis, namely, mixed hyster 
ical-compulsive character and obsessional sense of 
injustice, were stenificantly absent our group 
of such patients 
In all fairness, it should be pointed out 
that the failure to find a common. person 
ality structure or some other emotional 
factor common to this condition does not 
necessarily denote that such does not exist 
but may merely mean that the testing meth 
ods used were not delicate enough or were 
Inappropriate; however, any of the inter 
pretations support Macalpine’s succinet 
summary : 

The immediate task seems to be the study of 
psychosomatic symptom formation. In the absence 
ot such basic understanding, a claim that there 
are definite psychosomatic personality types is pre 
mature and either speculative or superficial 

Apart from the psychologic difficulties 
with these studies, most of them are open 
to criticism in that the somatic criteria for 
the diagnostic labels used are not. stated. 
It is well known that the criteria for apply 
ing the label atopic dermatitis are not uni 
form throughout the dermatologic world. 
Labels such as “neurodermatitis” and ‘the 
neurodermatoses” have even less definite 
diagnostic specificity. Very few dermatolo 
gists would agree as to just what is meant 
by the label “neurodermatoses” and as to 
what should be included under this caption. 
1 certainly believe that a variety of mor 
phologically and probably etiologically un 
related conditions are — included. lor 
example, the paper by White et al.!* in 


cludes as members of the group “neuro 


121/695 
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vas 


dermatoses” rosacea, urticaria, seborrheic 


dermatitis, pruritus, pruritus ani, atopic 
artefacta, dysidrosis, 
Such 


reveal interesting psychologic information 


eczema, dermatitis 


and neurodermatitis. studies may 
with respect to the conditions, but it should 
be very clear that this is purely descriptive 
material and has not nor does it purport to 
have any explanatory value. 

It should be obvious that this morpho 
logic and presumably etiologic heterogeneity 
makes comparisons the 
studies difficult, if not impossible, and in 


between various 
deed casts doubt even on the deseriptive 
value of many of the individual studies as 
one may pertinently inquire, “Of what con 
dition is this the personality structure 7” 
An offshoot) of personality profiles is 
what might be termed the maternal per 
sonality profile, in which it has been sug 
gested that there is a correlation between 
the type of character or behavior of the 
mother and certain psychosomatic disorders 
in the child. Spitz,'7 for example, speaks 
of psychotoxic diseases, which he sug 
vests that the attitude of the 
mother toward the child) produces overt 


non normal 


damage on the child’s psyche and soma. In 
his opinion, the type of somatic disturbance 
is determined, at least in part, by the ma 
ternal attitude, and quoting from him: 

In the child we 


anxiety-ridden mother 


baby because of her more or less repressed aggres 


case of the eczema have an 


who avoids touching her 


sion. If the mother avoids touching her baby she 
makes it impossible for her child to identify with 
her and that at an age at which the baby is. still 
in the stage of primary narcissism, when the 
child’s ego is incomplete, and when the mother 
assumes the functions of the ego. In the process of 
psychological development the course the 
first year the child acquires its ego with the help 
of numberless identifications with its mother which 
are made possible through the sensory experiences 
offered by her. Among the most) important of 
these, if not the most important, are the tactile 
experiences which include both superficial and deep 
sensitivity 

When 


mother, 
anxiety, the child cannot develop its own ego with 


this external represented by the 


withdraws 


CLO, 


psychologically because of 


the help of identifications with her. This is spe- 
cifically true in the second half of the first: year 


has begun to delimit itself the 


when it 
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mother through the formation of secondary identifi- 
cations. The anxiety-ridden mother, as part ego, 
offers no opportunity for secondary identification 
in bodily activities of a manipulative and imitative 
kind. Therefore, the infant’s libidinal and aggressive 
drives, which normally would be discharged in the 
course of the handling of the mother and converted 
into identifications, remain undischarged. It seems 
that they are discharged in the form of a skin 
reaction. The comparison may seem far-fetched. ... 
| should be inclined to agree with Spitz’s 
final Rosenthal 


comment, attempted to 


test the validity of such views by comparing 
how frequently eczematous and noneezem 
atous children were picked up when they 
cried. His findings indicated that the non- 
eezematous children were picked up more 
He 


eczem- 


frequently than the eezematous ones. 
that this the 
atous child received an insufficient amount 


concluded indicated 
of cuddling and caressing, which was. felt 
to be an important factor in causing the 
eezema. Wailliams,' Marmor et al.*° among 
others, have investigated the influence of 
maternal rejection. In general, these au- 
thors agree that maternal rejection is a 
factor in the genesis of infantile eczema. 
Without committing myself either as to the 
frequency of maternal rejection or the spec- 
ificity of this in the genesis of infantile 
eczema, | would say that if maternal rejec- 
tion produces anxiety or any emotional 
effect in the child, which in turn produces 
pruritus which causes scratching, then, and 
only then, is the maternal rejection of sig- 
nificance in the development of the cuta 
neous lesions. 

It might be pointed out that in discussing 
both the personality profile and the maternal 
personality profile that it is very question- 
able whether any one type is characteristic 
for any given disease. Many of the investi- 
gators already referred to point this out; 
for example, MeLaughlin et al. assert,'* 
“The general pattern of personality defects 
seen in these patients is similar that 
deseribed for a variety of psychosomatic 
disorders.” 

Furthermore, even if it could be estab- 
lished that the patients with atopic derma 
titis had particular personality pattern, 
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this fact, while of interest, would not neces- 
sarily advance our understanding with re- 
spect to the mechanism for the production 
of the cutaneous lesions. The majority of 
patients with atopic dermatitis are atopic 
persons, meaning that they themselves or 
members of their family have either atopic 
diseases or atopic skin reactions or both, 
but this fact has not really been of help in 
elucidating the mechanism by which the le- 
sions come into being or in’ providing a 
key to a better therapeutic approach. Analo- 
gously, if it could be established that these 
patients had specific personality configura 
tions, and even were it feasible to alter 
certain of these personality traits, it does 
not follow that 
affect the cutaneous lesions. 

One of the more widely held explanations 


this would necessarily 


for psychosomatic disorders that ad 
vanced by Alexander and his group. Alex 
ander believes it essential to differentiate a 
hysterical conversion and a vegetative neu 
rosis. It is in the latter group that the usual 


so-called psychosomatic disorders said 


to fall. 

_a vegetative neurosis consists of psychogenic 
dysfunction of a vegetative organ which is not 
under the control of the voluntary neuromuscular 
system and which therefore does not express any 
(primary) psychological meaning. The vegetative 
symptom is not a substitute expression of the 
emotion but its (normal) physiological concomitant, 
The pathologic nature of the condition consists 
primarily in the fact that, under continued emotional 
stimuli caused by unresolved conflicts, the vegetative 
responses become chronic. In time they may lead 
to irreversible tissue changes, resulting in clear-cut 
organic svndromes. This) view introduced a new 


euological concept into medicine: that organic 


illness may result, at least partially, from) chronic 


neurotic conflicts. 
Before continuing, it might be well to point 
out that the assertion that a chronic emo 
tional state caused by unresolved contlicts 
ultimately leads to irreversible structural 
changes is an intriguing concept, but | do 
not know of any direet evidence to support 
it. It is purely an inferential hypothesis 
stemming from the analytic interpretation 
of the emotional states in people with vari 
ous somatic alterations. Alexander devotes 


considerable attention to what has been 
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termed the specificity problem, which is an 
attempt to answer the question, “Are defi 
lesions specific for certain 


nite somatic 


emotional constellations Alexander be 
lieves strongly in such a view, which he 
phrases as follows: 

According to this theory, physiological responses 
both 
to the nature of the precipitating 


to emotional stimuh, normal and morbid, 


vary according 
emotional state. Laughter is the response to mer 
riment, weeping to sorrow; sighing expresses relief 
or despair, and blushing expresses embarrassment 
The 


stimuli vary also according to the quality of the 


vegetative responses to different emotional 


emotions. Every emotional state has its own phys 
iological syndrome. Increased blood pressure and 
accelerated heart action are a constituent part of 
secretion may 


Attacks 


of asthma are correlated with an unconscious sup 


rage and fear. Increased stomach 


be a regressive response to an emergency 
pressed impulse to ery for the mother’s help 

The controversy concerning the specificity of the 
psychodynamic factors operative in vegetative dis 
turbances is obscured by the fact that the significant 
psychological influences, such as anxiety, repressed 
hostile and erotic impulses, frustration or dependent 
cravings, inferiority and guilt feelings, are present 
in all these disorders. It is not the presence of any 
one or more of these psychological factors that 1s 
specific but the presence of the dynamic configura 
tion in which they appear. This type of specificity 
The 


constituent parts in the different organic compounds 


is similar to that found stereochemistry 


are the same atoms: carbon, hydrogen, oxygen, 


and nitrogen; they are combined, however, in a 
great variety of structural patterns, and each com 
represents a substance of highly 


bination specihic 


quality.” 
| think it worth while to explore abit 
further Alexander's argument that it is not 


the individual emotional factors that) are 
important but rather the over-all configura 
tion determined by the arrangement of 
these. Now, in the study of the personality 
structure in atopic dermatitis it was shown 
that there was no clear evidence as to the 
constant presence of any of the single emo 
tional ingredients, and, pursuing the analogy 
from chemistry, it is very doubtful if two 
chemical configurations could have the same 
physical and chemical properties where one 
lacked, say, nitrogen and the other included 
it. Let us, however, grant that two config 
urations could mimic one another and con 
sider his argument that the specificity of 
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the psychodynamic factors is determined by 
the over-all configuration which in turn is 
a structure made up of various emotions 
such as hostility, anxiety, erotic impulses, 
etc. Now, if the somatic response is specifi- 
cally determined by the over-all emotional 
setting, then it appears that the latter must 
have some stability or that all the tenuous 
consistent emotional factors remain together 
im the same relationships, both qualitatively 
and quantitatively. In other words, the 
person’s personality configuration is frozen 
at some point. Not only does this seem very 
unlikely, but even if it were true, it raises 
an even more difficult: question, namely, at 
what point? Does the emotional constella 
tion allegedly related to hypertension appear 
only in later years, or does it take many 
years for the soma to respond to these emo- 
tions which have been in’ existence over 
the years’ What, then, is the explanation 
skin 
vulnerable to the emotional perturbations 
What of the adult atopic? 


maintain the 


in infantile eczema?’ the more 
of the infant? 
Does he identical emotional 
pattern from the cradle to the grave? It 
may be objected that the “freezing” of the 
personality structure is not a necessary 
consequence of Alexander’s hypothesis, but 
to me the denial of this point makes Alex 
ander’s speculation even less tenable. For, 
if the personality structure has a_kaleido- 
scopic quality, how could there ever be a 
constant and chronic emotional concomitant 
which by the hypothesis 1s the actual phys- 
lologic means by which the somatic lesions 
come into being 

Alexander’s views have been given at 
some length in that they have wide 
currency in analytic circles, but more re 
cently there seems to have been a turning 
away from them. Bendler says: 

The 


questioned im recent years. Such careful) workers, 


concept of specificity. has been seriously 
Daniels, find no 
Mandelbrate 
and Wittkower conclude their study of Emotions 


for example, as) WKarush and 


evidence for it in ulcerative. colitis. 


in Graves’ Disease by stating, “No specificity can 
he found.” 
A widely held theory in the field of psy- 


chosomatic medicine today is the so-called 
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regression concept, which essentially ex- 
tends Freud's concept of psychological re- 
field of physiology. 
Alexander terms it the vegetative retreat. 


gression into the 
This hypothesis suggests that the somatic 
expression of a psychological disorder is a 
regression of the adult physiological re- 
sponses, which, even though they were ap- 
propriate to the infantile situation, are not 
appropriate to the adult. lor example, 
Szasz 

found possible to interpret certain au 
tonomic dysfunctions more specifically as regres 
infantile modes of autonomic 


sions to earlier, 


functioning. He also emphasized that, instead of 
speaking of preponderance of one or the other 
branch of the autonomic } 


nervous system or. ot 


an “autonomic imbalance” psychosomatic dis 
orders, what characterizes many of these syndromes 
is a localized purasyinpathetic (cholinergic) hyper 
peptic ulcer, diarrhea, asthma 
etc.) ; 
tions represent regressions in specific phystological 
achvities 


On what 


function (e.g. 


neurodermatitis, these autonomic dysfunc 


basis Szasz concluded that in 
neurodermatitis there 1s a localized cholin 
If there 


In my opinion, 


ergic hyperfunction is not. stated. 
it is not known to me. 


it is very difficult to apply the theory of 
vegetative retreat to atopic eczema. lirst 
of all, this condition often begins in’ very 
early infancy; consequently, it would be 
absurd to speak of a regression in_ this 
period. Second, the chronic lichenitied 
lesions of the adult atopic are not the kind 
of lesion that is seen in the infant; hence, 
it would not be possible to assert that this 
is a form of cutaneous regression. lurther, 
an acute exudative process is a normal re 
sponse of the normal adult’s skin to a vari- 
ety of stimul, and so its development in an 
adult atopic could not be considered regres- 
sive. Finally, as Mendelson points out, 
what has one to gain by the concept or label 
of “regressive phenomena?’ As says, 
is it really of any value to think of ana- 
plastic cells regressive phenomena ? 
These cells may resemble embryonic cells, 
but merely to call attention to this faet by 
a special term hardly helps to solve the 


etiology of cancer. 
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What about the role 


of emotions in atopic dermatitis ? 


then can one say 
I do not 
believe that any specific formulations can 
be made. | believe, and | have stated else 
where,” the emotional factors are only one 
facet of a dynamic interplay of factors 
conducing to pruritus in a genetically de 
termined The that 
determines the dry quasi-ichthyotic skin with 


soil, same inheritance 
its vulnerability to pruriginous stimuli also 
determines that most people with such skins 
are atopic persons and may also favor a 


psychogenic maturation that in turn may 


lead to a commonness of emotional reac 
tions to. certain conflictual stimuli. To 
lift any one of these inherited deter 


minants out of the total constellation of the 
syndrome atopic dermatitis and to give it 
undue importance or to assign it pride of 
place so that it seems to dominate or to 
exercise a causal influence is to indulge im 
special pleading and deserves Mencken's 
derisive comment. ‘There is a solution for 
every human problem——neat, plausible, and 
wrong.” 

University ot 


Department of Dermatology, 


Ilinois College of Medicine, 840 S. Wood St. (12) 
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Allergy and Conditioning 


PIERRE C. SIMONART, M.D., D.Sc. (Med.), Philadelphia 


It is about apodictic to say that one can- 
not speak of allergy without implying cireu- 
lation, blood constituents, serology, serum 

floccula- 
that 
isolate and destroy an offending protein; 


constituents, agglutination, lysis, 
tion, the resources of defense will 
that these reactions may be local or general- 
ized to a systemic level no one doubts; that 
these reactions may be so powerful that the 
defense goes far beyond the danger of the 
attack is well known in anaphylactic shock; 
that none of these reactions occurs without 
sensory stimulation, motor, and secretory 
nervous participation is also well known, 
whether these be at the spinal reflex level 


or by referred reactions, 


The hub of the neuroses is the anxiety 
state, The acute anxiety state broadly takes 
one of two principal directions: (1) the 
anxiety state somatic expressed mainly by 
autonomic disturbances; (2) the anxiety 
state phobic manifested by panic reactions 
occasioned and attached to objeets and situa- 
tions. The former, when chronic, leads to 
neurasthenia, and the latter, to psychasthenic 
or obsessive-compulsive fixed phenomena. 
By and large, the type of anxiety state is 
initiated in past conditioning. 

Both sensitization and conditioning pre 
suppose a period of exposure and the mobili 
zation of reaction which in most cases can 


be interpreted as a defensive one. 

A textbook allergy used to be described 
mostly as a cause-and-effect-pattern relation 
and effector—-an im 


between allergen 


munological phenomenon. — Dermatologists 
interested allergies have made con- 
siderable contribution in demonstrating that 
the reaction patterns are not stereotyped and 


even affect, either simultaneously or con- 
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secutively, different forms of dermatoses, as 
well as different tissues and organs. 

Hence, the response was shown to vary 
and the allergen questionable, as the com 
plete cause of the observed effect. 

The concept of “allergic personality” has 
been described by dermatologists psy- 
chiatrists.'* 

It is needless to reeall the dermatological 
literature of the past 15 years except by 
mentioning Dr. Frank Cormia,t Dr. Harry 
L.. Arnold,® and the excellent summaries of 
John H. Stokes and Herman Beerman ® and 
that of Maximilian I, Obermayer’s chapters 
on the subject.? 

To sum up, they agree that between ex 
tremes such as the morphology, the tissue 
pathology, and the physiopathogenesis of al 
lergy, on the one hand, and the frankly 
psychiatric somatic manifestation, on the 
other, there is a whole range not only of 
both 


fundamentally or as a complication to a 


overlapping but where can coexist 
point where they are indistinguisable. Our 
object is to clarify somewhat these extremes 
and also these less simple clinical pictures 
where they mix. 

This is not an innovation as seen both 
in. the dermatological and to less) extent 
in the psychiatric literature. A quest for a 
clearer clinical approach may thus be 
achieved. 

One extreme reminds one of the days 
where syphilography was the only criterion 
as to the existence of syphilis. True, this 
helped to reassure many who suffered from 
syphilophobia, but no one today would state 
that the dermatoses are the alphabet which 
writes its diagnosis on the skin, as it were. 

Many dermatologists have proven to their 
satisfaction that tangible and minute descrip 


; 


ALLERGY AND CONDITIONING 
tion of the skin lesion in neurodermatoses, 


though laudable, may seem insufficient to 


determine a blanket recipe for its therapy. 


At the other extreme, there still seems to 
exist certain attempts at deriving a_ rigid 
description of the remote causes of the 
peripheral skin manifestations, such as “the 
dynamics of urticaria,” which may be useful 
for statistical purposes and, hence, a work 
ing hypothesis. 

This manner of systematizing extremes 
value older 
textbooks in 


has the limited used by the 


psychiatric classifying — the 
phobias, each complete with a Greek name, 
such as claustrophobia and agoraphobia, or 
the compulsions and obsessions, as klepto 
mania, coprophilia, and necrophilia. 

The minutest description was powerless 


to explain these, much less indicate a 
therapy beyond frightening or foreing the 
patient into a make-believe reassurance. 

If we speak of neurodermatosis, we speak 
of neurosis, which is bound to be far more 
extensive, being central in its operation. The 
skin manifestation will be found to exhibit 


some of the features of the neurosis. 


Some specialists, conversant with neu 
roses, distinguish a monosymptomatic neu 
rosis——-many gastroenterologists make that 
distinction. 

This is a neurotic expression which has 
lost its versatility. Symptoms which can 
not be displaced are liable to be persistent 
or chromic, such as are other psychiatric 
entities: the compulsive, the manie-depres 
sive, ete. 

In the dermatological literature we find 
reports noting this sort of interchange, the 
shifting of symptoms usually attributable to 
allergy which results in an eczema-asthma, 
hay fever complex, or asthma- prurigo com 
plex, which frequently have been reported. 


Arnold deseribes a patient who was 
treated by alcohol injection for lichen sim 
plex, whose healed peptic ulcer returned 


when the neurodermatitis subsided: another 


Stmonart 


who suffered a paranoid psychotic attack 
when the dermatosis was similarly impeded, 
verifying once more that “physical symp 
toms often replace psychic symptomatology 
increases, the other de 


so that as one 


creases, 


I could report the patient who had a 
vagotomy for a chronic duodenal uleer and 
became acutely phobic to the point of in 
capacitation; the patient whose urinary fre 
quency disappeared to be replaced by nausea, 
had 


rhinorrhea 


and vice versa, another who chronic 


diarrhea which subsided when 


appeared. Alexander also reports a weepy 
patient who could weep no longer when she 
had a neurodermatitis.' 

The above dermatological examples of 
neurosis thus closely resemble acute anxiety 
that 
they appear to represent varying displace 
Many 
psychiatrists have voiced the question thus 


states with somatic manifestations in 


ments Of autonomic expressions. 
Once we have discovered the feeling which 
gives rise to the somatic manifestation, it 1s 
still impossible lo predict why one patient 
has a rhinorrhea, one a diarrhea, and another 
an attack of arthritis, and still another an 
attack to urticaria. 

In fact, in what) seem to be purely 
physically identical circumstances, no one 
so far has been able to tell why one patient 
in fever cabinet) raises his pressure by 
vasoconstriction, While the other goes into 
shock through vasodilatation. The explana 
tion pharmacological or 


may be basically 


emotional. Autonomic mobilizations cannot 


be simple and fit all cases. 


A clue to the manner of reaction, as well 
as its meaning is found im conditioning. It 
may not be idle to pause for a moment and 
think of conditioning beyond the sketchy 
description of textbooks and the trite ex 
amples of ringing a bell which starts the 
gastric juices, or even Pavlov’s ramblings 
on theology in order to defend his methods 


and conclusions. 


Physical Jaws are formulated thus: 


“Under such and such a condition, such 
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cause being present, such effect shall occur.” 
In conditioning, we depart from this: 

A boy walks on a dark street on a cold 
night. No one is 
falls at his feet 
his heart pounds, and he breaks into a sweat. 


about. Presently a_ tile 


from a roof. He leaps, 


Ten years later, one thousand miles away, 


he may well sweat and have tachycardia on 
a cold, dark, lonely street and not in_ the 
slightest remember his former experience. 

Ten years later, the conditions, some or 
one of them, being present, the original 
cause being absent-—the same effect is pro 
duced circumstances or conditions here re- 
produce it. In our civilization anyone of 
us has been subjected to a limited number 
of conditionings. 

How could one protect a growing human 
being from) becoming conditioned 
these depend on haphazard circumstances, 
how could we prevent these from being in 
conthet 
retain 


it that we 


actions, will these not come in conflict with 


true some re 
those of another age? 

What was perfectly acceptable at the age 
of 2 years is repulsive at 12 and may be 
attractive at the age of 22. From the first 
years of life, the conditioning was that of 
crying, if heeded; sucking, urinating, bowel 
action, washing. 

kwery one of these became from the 
second year on the object of training by 
promise of pleasure, by threat of punish 
ment. We could here give the example of 
one of our patients who most reluctantly 
admitted that he, a married man 12 years 
and father of two children, went every week 
to be bathed by his mother. 
that 


tosis was much worse if he was prevented 


He was quite 


certain his disseminated neuroderma 
from the maternal ablutions. 


Psychoanalysts have very — thoroughly 
analyzed for us the bowel-training period. 
One may as well, and we have, in’ many 
instances, analyzed the washing, drying, 
powdering, and dressing process. It is re 


plete with contlict. Much has been described 
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A. M. A. ARCHIVES OF DERMATOLOGY 
elsewhere, starting with the seborrhea of 
the newborn, the perineal cleaning of night 
and day, the punishing ablutions every time 
the child got dirty or did filthy things, as 
well as the caressing, with possible erot- 
icism, 

The rough pattern of erotization is (1) 
an itch demanding friction, (2) congestion, 
(3) secretion. Another source of displace- 
that 


focuses and coordinates these reactions, each 


ments 1s detachment from its aim 
one being a frustrating fragment insatiable 
in itself. An example here could be given: 

This 


perineal pruritus, had attempted suicide re- 


patient, who had a_ persistent 


peatedly. She was desperate after many 
therapies, including tatooing and nerve re- 
section, had failed. It was thought allowable 
in these terse circumstances to place her 
under hypnosis and displace the pruritus, 
first to a knee, then to an elbow. The pa- 
tient developed a pharyngitis, later hem- 
orrhoids, together with rhinorrhea and 
weeping (the latter could be interpreted as 
a separate emotional expression ). 

Another patient, after seeking unsuccess 
fully sexual stimulation, developed angio- 
the mouth; 
patient developed edema of the eyelid with 


neurotic edema of another 


inability to open the eve for more than 


24 hours on various occasions. 

These examples and several others would 
tend to prove that these all are manifesta 
tions of a central impulse, of which some 
are conditioned to be acceptable in one loca 
tion and abhorrent in others. 

What occurs in the skin, it can be argued, 
is What occurs in other epithelia. The bouts 
of nausea which the patient may stimulate 
until vomiting occurs by the ingestion of 
alcohol, coffee, or even placing his finger in 
his throat; the spastic bowel further stimu 
lated by 


enemas. 


irritants such as catharties and 


Most of the autonomic neuroses can be 
words which 


summarized in two ancient 


describe a host of symptoms : spasm, 
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wherever there is smooth muscle, (2) 


catarrh or rhea, such as seborrhea (or 
hyperhydrosis ) or diarrhea, wherever gland- 
ular epithelia are present. All of these are 
unconscious——all 


subject) to conditioning. 


Conditioning goes further: 

A young girl, age 5 years, went to the 
market place with her nursemaid. [rom 
the counter of a fishwagon slipped a slimy 
oyster and went with a splash to the pave 
ment. No one knows how long before or 
thereafter she perceived an uncouth man 
who throat and 


cleared his spat the 


ground. 

All of 20 years later ata fashionable din 
ner she saw oysters served on the half shell. 
Her stomach churned. She had to leave the 
room before reaching the table. 

It must be noted here that what caused 
the vomiting is not the oyster, but the 
stomach rebelling against the ingestion of 
sputum. The oyster has become a symbol 
of sputum. Sputum may become a symbol 
of pus, semen, milk, ete. 

From clinical standpoint, is hence 
proposed that wherever the tentative diag 
nosis of neurodermatitis is made, “history 
taking” is no longer a matter of confirming 
the diagnosis but is the beginning of therapy. 

If an opinion may be ventured concern 
ing 
psychiatrist, it can be stated: The sugges 


psychotherapy by nonprofessional 
tions that specialists and general practition 
ers use psychotherapy are too numerous to 
mention. They propose to transform one 
trained in objective dermatology into a semi 
analyst capable of manipulation of trans 
ference. This is second-rate analysis which 
would be like using a half-completed major 
operation for a possible minor ailment. The 
psychiatrist should make sure ot consulta 
tion. In individual patients like these be 
little to 


literature and reports describing the rest 


fore us—it serves memorize the 


less, driving personality of the eezema 


Minor 


include that which is so designed as to obtain 


asthma patient. therapy should 


Simonart 


insight and information. Minor therapy ts 
not so likely to succeed where we deal with 
a persistent monosymptomatic patient, who 
is apt to have a chronic anxiety of the ob 
sessive sort. Perhaps it is somewhat more 
likely to succeed with the hysterical patient. 
To obtain insight into the genesis of a der 
matosis is entirely within the powers of the 
objectively observant dermatologist, who 
then may be able to evaluate conditions and 
probable causes. 

Let us be practical. Three histories can 
easily be made of any patient: (1) educa 
emotional evolution and conflicts. 
tional, marital, occupational, chronology; (2) 
chronology of autonomic nervous system 


disorder manifestations: (3) chronology of 

It must be borne in mind that many of the 
cases reported are those where the conthiet 
that was present was not even hidden from 
that of a marital 
situation lived with for many years. It is 


consciousness, such as 
important in chronic cases to discover the 


various past manifestations of autonomic 
dysfunction, at what approximate age they 
occurred, and then attempt to link these with 
the conflict. 


here. This information is not only of value 


Therapy has actually started 


for the therapist but reassociates the somatic 
expression with the feelings, which give it 
birth in the patient. 

No small part in this reorganization is the 
result that the feeling is now expressed by 
word of mouth, and this may take place with 
vreat speed in imaginative patients. There is 
a great possibility that the patient will not 
have reacted somatically in the same manner 
at every period in his life, as it is well-nigh 
inpossible to feel and eXpress in identical 


ways at 6, 16, and 26. 


In most cases, this result need not involve 
skilled manipulation and transference be 
yond that which can be accomplished by the 
kindly, concerned, learned human being 
which every patient expects to find in his 
doctor and every doctor hopes at all times 


to be. 


N. 49th St 
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Fusarium Oxysporum Infection of the Nail 


Report of Cases 


EARL B. RITCHIE, M.D., and MARY E. PINKERTON, Ph.D., Galveston, Tex. 


In the following two cases which clini- 
cally were diagnosed as fungus infection of 
the nail, Fusarium oxysporum was isolated. 
Both cases were of long standing and the 
use of a wide range of fungicides, and even 

Submitted for publication Aug. 10, 1958. 

From the Department of Dermatology (J. Fred 
Mullins, M.D., Director), The University of Texas 

Medical 


Branch 


Infected nail. 


removal of the nail in one case had been 


ineffective. In the following study results 
of sensitivity tests of F. OXysporum to 


various fungicides lead to cure in both cases. 


Report of Cases 


A 48-year-old white housewife, whose hobby was 
gardening, was seen in March, 1956, for a recurrent 
infection of the thumbnail of five 
(Fig. 1) 


physician had used a 


right years’ 


duration During this time her family 


wide range of fungicides 


and had removed the nail twice. The entire nail 


plate was thin and flexible and undermined at the 
distal third, the thickened 


covered by dirty debris. Proximal to the undermined 


nail bed being and 
part, there was a half-moon-shaped, sharply cir 
black area apparently on the 


nail No 


from scrapings of the 


cumsceribed, under 


surface of the fungus elements were 


found distal end of the 
nail bed 

The involved part of the nail was removed. Black 
was scraped from the under 


powdery material 


surface for microscopic and culture studies, and 
the nail was prepared for sectioning, then stained 
with hematoxylin and eosin and by the Hotehkiss 


Me Manus method 
Microscopic sections revealed spores of a fungus 
The 


areas, but 


separating the nail in irregular laminations 
a 


some stained poorly and were probably degenerat 


spores were ry positive in most 


ing. There was a considerable amount of brown 


pigmentation of the invaded nail with a few chronic 


inflammatory cells present. An occasional short, 


septate mycelium was also present (Fig. 2) 


Scrapings of the nail were originally cultured 


on Littman’s oxeall agar fortified with actidione 


and chloramphenicol (Chloromycetin). The culture 
until the third 


appeared on the nail 


remained sterile week, when a 


uniform growth particles, 
which proved to be Fusarium oxysporum (Wollen 
weber and Reinking, 1935 '). The same species of 
Fusarium isolated on the 
the third 


typical of 


was next occasion. On 


trial, an organism with maeroconidia 


Fusarium was found, but the colony 


was pink and glabrous, reminiscent of Cephalospor- 


ium species. Although fungi were still noted in 
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Section of infected nail 
Hotchkiss-Me 


showing 


Manus 


fungi, 
stain; > 600 


subsequent microscopic preparations, cultures were 


negative 
On plain Littman’s agar, F. 
rapidly 


oxysporum grew 


and luxuriantly, producing gray, fuzzy, 


Fig. 3 
agar. 


FF oxysporum culture on Littman oxgall 


132/706 


A. ARCHIVES OF DERMATOLOGY 


aerial mycelium, with the reverse of the colony 
a dirty, tan color, more heavily pigmented in the 
center (Fig. 
fuzzy with a 


3). The colony was dark gray and 
lighter periphery, 10 mm. in diameter 


Fig. 4.—F. oxysporum and Gram-negative bac- 
teria on Mycosel agar. 
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on Littman’s agar fortified with actidione and 
chloramphenicol. Its reverse was a dark, reddish 
purple color with a red-orange pigment diffused 
into the medium. The colony on) Mycosel agar 
reached a diameter of 23 > mm., raised and 
consisted of a white, fluffy growth surrounded by 
a slimy bacterial growth (Fig. 4); the reverse 
was) dark reddish-brown. On blood agar with 
chloramphenicol the colony reached a diameter of 
50 mm. There was a central depression with 
several white tufts surrounded by a gray, flutty 
rim; the periphery showed appressed growth, and 
the reverse was dark brown in the center, with 
a zonate appearance. The gray surface mycelium 
was appressed, and the reverse was reddish-brown 
and zonate on a Sabouraud’s thiamine plate 

On the original Littman’s agar culture, growing 
apparently symbiotically with the Fusarium, was a 
Gram-negative bacillus which produced an opaque 
vlistening colony, Identification of the bacterium 
was not made, but it was found to be nonmotile, 
did) not ferment sugars, liquefied gelatin, and 
slowly alkalinized litmus milk.* 

* Gram-negative bacilli, notably Pseudomonas 
aeruginosa, were cultured in 26.4% of 87 cases of 
suspected onychomycosis, occurring alone or associ 


ated with fungi. 


Fig. 5.-Mycelium and spores of 
oxysporum; 230 


Microscopically, the septate, branched mycelinm 
hore varied conidiophores producing clusters of 
conidia, a few of which were single-celled ovate 
cells (Cephalosporium type), and many were sev 
eral-celled lunate macroconidia (lusarium type) 
In older cultures there were many thick-walled, 
dark chlamydospores, some even developing in ot 
from segments of macroconidia (Fig. 5) 

The second case of FL oxysporum was from: the 
thumbnail of a 41-year-old housewife. The lett 


thumbnail showed greentsh-black discoloration 


of the distal third, which was) separated from 
its bed. The duration of this condition was twe 
years. Potassium hydroxide preparations showed 
dense masses of spores. In addition to the Fusarium, 
a Candida species and Pseudomonas aeruginosa 
were also isolated from the culture of the nail 
Sections of the nail showed compact masses ot 
S.-positive spores adherent to the under 
surface only 

The sensitivity, of Fo oxysporum) to various 
fungicides, antibiotics, ete. was tested ain vitro 
Vo a Sabouraud’s agar culture in a small perfume 
hottle was added 2 ml. of sterile, distilled water, 
and the superficial growth was carefully seraped 
with a sterile spatula; |] ml. of the resulting mixture 


was added to 4 ml. of distilled water in atest 


Ritchie—Pinkerton 
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Fig. 6.—Healed nail. 


tube; 0.) ml. amounts of this dilution per 10° ml. 
of lukewarm Sabouraud’s agar was used per test 
After 


storage in the refrigerator for at 


plate cooling room temperature and 
least an hour, 
commercial antibiotic disks or small sterile filter- 


paper squares dipped in selected medications were 
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placed on the seeded plates. These were incubated 
at room temperature and examined daily for seven 
days. 

Thiomersal (Merthiolate) 1:1,000 produced the 
greatest zone of inhibition (30 mm.). Polyxmixin 
B, nystatin (Mycostatin), Verdefam, methylrosan- 
iline chloride (gentian violet) 1%, and actidione 
were less effective. 


Comment and Results of Treatment 


i. oxysporum has been incriminated in 


many plant diseases (Harshberger?) in 
which it parasitizes the vascular system and 
Other 


genera of Hyphomycetes which are plant 


produces clinical signs of wilting. 


pathogens as well as human parasites in- 
clude Sporotrichium, Cladosporium, and 
Cephalosporium. 

The pursuit of gardening may thus af- 
ford the opportunity of infection. It is 
interesting to note that in both cases the 
thumbnail only was involved. 

The fungicidal nature of thiomersal has 
also. been noted by others (Powell and 
Jamieson,® Piercy *), and because of en- 
couraging in vitro results, therapeutic trials 
were made on our patients. A preparation 
containing thimerosal 1 :1,000 in a vanishing 
cream was ineffective, but the substitution 
of aqueous thiomersal 1:1,000 or the tine- 
ture achieved complete remission in 4 to 6 
months (Tig. 6). 


Department of Dermatology, The University of 


Vexas— Medical Branch. 
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Leprosy 


Report of a Case with a Rare Histopathological Feature 


MARC ALLEN WEINER, M.D., Washington, D. C. 


A 32-year-old native of Thailand presented him- 
self at the office on May 29, 1957, with the com- 
plaint of “rash on the right arm.” It had started 
four months before as a small asymptomatic red 
spot on the right elbow and had rapidly progressed 
to its present large size. Two weeks before this 
visit, while pressing clothes, he had burned part 
of the eruption with a hot flat-iron and was un- 
aware of doing so until he saw the burned skin 
later. 

Past history revealed that six to seven years 
ago he had had an asymptomatic red patch on 
the same elbow, which had cleared without treat- 
ment within a year. At the time of this visit he 
had been in the United States for almost a year. 
Neither his wife nor their three children in That- 
land had any cutaneous or neurological disorders 
The patient had no systemic complaints 

Examination: There is an elevated, scaly, softly 
well-defined, peripherally less 


well-defined, orange-red band which forms a 25 em 


indurated, centrally 


long oval ring on the extensor aspect of the right 
upper extremity (Fig. 1). On the lowermost are 
of the ring there is a 57.5 em. pink scaly patch 
containing islands of hypo- and hyperpigmentation, 
which patch is the area of the thermal burn sus 
tained two weeks ago. On the right cheek there 
is a 15 mm. diameter livid, convex, smooth, in- 
durated nodule with two satellite papules. There 
are also about a dozen poorly defined, indurated, 
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erythematosquamous — lesion 


right elbow 


Fig.  1—Annular 


completely encircling the 


barely raised nodules, 5-20 mm. in diameter, on 
the lumbar, gluteal, and crural regions. 

The presence of indurated lesions and a large 
bizarre annular lesion which was insensitive to a 
hot iron occurring in an Asian suggested the pos 
sibility of leprosy. Further testing demonstrated the 
following findings: 1. Both ulnar nerves were 
palpable, the one on the right side being definitely 
enlarged. 2. There was anesthesia to heat, light 
touch, and pinprick within the confines of the 
large annular lesion of the right arm but no ce 
monstrable anesthesia in the other lesions. 3— The 
histamine skin test was positive 

A punch biopsy of the arm lesion was performed 

Microscopic sections showed a nodular granu 
lomatous infiltration of the dermis. The diagnosis 
of leprosy was made 

On June 10, 1957, the biopsy tissue block was 
sent to Dr Bintord, U.S. Publ 
Health Service representative at the Armed Forces 
Institute of 


Chapman H 


Pathology and Chief of Laboratory 


for Investigation of Leprosy, with the request for 


an acid-fast stain and report. His report of June 
17, 1957, is as follows: 
“The epidermis is intact. The rete pegs, while 


somewhat narrow are otherwise normal in number 


and length. Predominantly the papillary and 
the subpapillary zones but extending around blood 
vessels and nerves to the subcutaneous tissue is a 


nodular or cord-like infiltrate composed of vari 


ously sized, often vacuolated histiocytes, thir 
walled capillaries, occasionally nests of 
lymphocytes. This infiltrate extends far up inte 


many of the papillae to encroach on the basal cells 


of the epidermis. A few giant cells of undetermined 


type are in one papilla. More deeply in the speci 


men there are a number of small nerves which 


are surrounded by the infiltrate 


these 
nerves there is a little infiltrate but others exhibit 


extensive 


In some of 


intraneural infiltration by lymphocytes 


and foamy histiocytes 
“The bite-Faraco stains 
fast bacilli 


reveal numerous acid 


within the histioeyvtes 


from 2 or 3 to large 


The number in 
a cell may vary globular 
masses. At one place acid-fast bacilli are seen (and 
this | have never before encountered) in epidernial 
cells of the granular layer, and several clusters 
of bacilli are in desquamated epidermal cells. Many 
bacilh are present, also, within the nerves 
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Fig. 2.-Skin; the dermal infiltrate is composed 
of rather poorly defined cells, neither distinetls 
“lepra” nor epithelioid type. The nodular pattern 
is somewhat suggestive of tuberculoid leprosy 
Hematoxyin and cosin; (AFIP Acc. 808016) 
Neg. 57-9313; 192 


lepromatous leprosy 


filtrate is) generally compatible with 
in which macrophages have 
still retained a spindle-shape; however not in keep- 
ing with typical lepromatous leprosy is infiltration 


of the papillary zone and extension to the basal 


Fig. 3.—Artist’s drawing, 
which demonstrates the acid 
fast) bacilli 
dermal cells and within the 


within the epi 
parakeratotic scales. The fine 
stippling is melanin pigment 
(AFIP Ace. 808016) AFIP 
Neg, 58-13480; 1,000 
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layer of the epidermis (failure to demonstrate the 
usual clear zone). Also against lepromatous leprosy 
is the lymphocytic infiltrate which is present in 
many of the small nerves. It is vividly demon- 
strated by this section that the patient is shedding 
organisms at this site and is an ‘open case’ of 
leprosy. 
“Diagnosis: Leprosy, dimorphous (borderline), 
(Figs. 2 and 3). 
Subsequently, an acid-fast stain of a smear from 


predominantly lepromatous” 


the nasal mucosa was negative; and a lepromin 
skin test produced a_ positive Fernandez reaction 
and a moderately positive Mitsuda reaction 


Comment 
A perusal of Dr. R. G. Cochrane’s “A 
Practical Textbook of Leprosy”! failed to 
mention of the occurrence of 


reveal any 


Mycobacterium) leprae the epidermis 
proper and its desquamating scales. Dr. 
Vite, of the National Institutes of 
Health, Bethesda, Md., and Dr. H. W. 
Wade, Leonard Wood Me- 


morial, Philippines, reviewed the 


Pathologist, 
Culhion, 


tissue sections in this case. They both stated 


that they had never seen lepra bacilli within 
epidermal cells but that they were obviously 
so located in these sections and not as arti- 
from external 


facts or as a contamination 


sources, 
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It would appear, therefore, that an “open 
case” need not always have cutaneous or 
mucosal ulceration. It is possible that pa- 
tients with apparently intact skin may be 
disseminating M. leprae and are an un- 
suspected source of contamination to others. 


Summary 


In a patient with the dimorphous ( border- 
line) type of leprosy a rare histopathological 


H emer 


feature was the presence of Mycobacterium 


leprae within intact and desquamating ept- 


dermal cells. It is suggested that this type 


of “open case,” even without cutaneous or 
mucosal ulceration, may be an unsuspected 


source of dissemination of bacilli. 
915 19th St, N. W 
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Report 


International Committee of Dermatology (C. I. D.) 


Meeting of Oct. 27, 1958, Paris, France 


1. Report of Drs. Gay Prieto and Sven Heller- 
strom concerning the steps which have been taken 
to have our League named a “nongovernmental” 
member of the World Health Organization. M. 
Bertrand, of the World Health Organization, let 
us know that our request will be considered in 
January, 1959.* 

Sir, 

| have the honour to refer to our previous 
correspondence concerning the application of 
the International League of Dermatological 
Societies for admission into official relations 
with the World Health Organization. 

am pleased to inform you that, after 
considering the report of its Standing Com 
mittee on Non-governmental organizations, 
the Board of the World) Health 
Organization, at its twenty-third session, 
decided admit) your) Organization into 
official relations. 

1 feel sure that this relationship will lead 
to close collaboration and fruitful) work be- 
tween our two organizations, 

I have the honour to be, 
Sir, 
Your obedient Servant, 
M. G. Candau, M.D. 
Director-General 

Dr. Gay Prieto believes that if our request. is 
accepted, it) would be advantageous to have a 
permanent delegate of our Committee to remain in 
close relation with the World Health Organization. 

Upon the motion of Dr. Degos, Dr. Jadassohn 
was unanimously appointed to be our permanent 
delegate 

2. Report of Dr. Degos on the C. 1. O. M. S. to 
which he had been named representative of our 
League of Dermatological Societies. The question 


\bsent and Excused: Dr. Brunsting, Dr. 

H. Blodén and Dr. M. Quiroga. 

Present: Dr. Marion B. Sulzberger, President; 
Dr. Sven Hellerstr6m, Secretary General; Dr. R. 
Degos; Dr. FL Flarer; Dr. J. Gay Prieto; Dr. 
W. Jadassohn; Dr. F. Kogoj; Dr. S. Lapiere; Dr 
A. Marchionini; Dr. G. B. Mitchell-Heggs. 

*The following letter was received from. the 
World Health Organization : 
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to be considered is that of whether we should 
take steps to become a titular member instead of 
an associate member of this organization. 

The Committee unanimously decided to maintain 
our present position as associate member but stated 
that the question of changing this membership 
could be discussed again at the next meeting of 
the International Committee of Dermatology. 

3. It was decided that the next meeting (the 
official meeting) of the International Committee 
of Dermatology would take place in) September, 
1960, in Geneva, Switzerland. 

4. The XUtth International Congress of Derma 
tology will take place in| Washington, from Sept 
9-15, 1962. The President will be Dr. D. M 
Pillsbury, and Secretary, Dr. FE. D. Osborne 

5. Dr. Sulzberger reported on the steps which 
have been taken in the United States in approaching 
the government and various) organizations for 
financial support of the next International Congress 
of Dermatology. 

6. The American organizers of the Congress, 
that is, the Committee for the \ilth International 
Congress, hope to be able to obtain certain 
number of travel stipends which could be distributed 
to young dermatologists in order to enable them 
to come to attend the International Congress. 

It was moved that the Secretary of the Congress, 
Dr. Osborne, be requested to secure from) Dr 
Hellerstrom the names of the delegates of each 
country so that he, Dr. Osborne, could) request 
that these delegates suggest the names of scientists 
whom they think merit assignment of travel stipends 
to help them attend the Congress. The actual dis 
tribution of the stipends will be the prerogative 
of the Committee of the \IIth Congress. 

7. The International Committee decided that the 
national delegates for the next Congress should 
be named before the next meeting of the Interna 
tional Committee of Dermatology, that is, before 
July, 1960. 

Dr. Hellerstrom will take the necessary steps 
to inform the National Societies so that they will 
have time to elect their delegates before the next 
meeting of the International Committee. 

The national delegates will also be requested to 
submit before the next meeting of the International 
Committee a list of opening discussers whom they 


> 


REPORT 


suggest to participate in the different subjects 


reported on at the Congress. 

8. The International Committee of Dermatology 
decided that the President and Secretary General ot 
the next Congress should be invited to the next 
meeting of the International Committee in Geneva, 
in September, 1960, in order to give their opinion 
concer: ng the organization of the forthcoming 
Congress and particularly concerning the scientific 
program. 


9. In order to assure liaison between the Inter- 


national Committee of Dermatology and the Com- 


X1Ith 
seems indispensable that the President of the Inter- 
national 


mittee of the International Congress, it 


Committee, Dr. Sulzberger, be exotticio 
member of all the principal Committees of the 
Congress and in particular, of the Scientific Com 
mittee. 

10. In 
statutes of the 


accordance with Paragraph 2 of — the 


International League of Derma 
tological Societies, the scientific program of the 
Congress must be established by the International 
Committee of Dermatology at the time of its 
meeting in September, 1960, insofar as it concerns 
the choice of subjects as well as that of the 
speakers. 

11. The Committee accepts the proposition of 
Dr. Sulzberger and Dr. Hellerstrom to organize 
the forthcoming Congress in the following manner : 
three days—reserved for the principal topics, with 
a suggested minimum of six; and in each of the 
lecture rooms simultaneous translation (forenoon, 
statements of the official reporters ; afternoon, «is- 
cussion of the reported subjects of the morning, all 
with simultaneous translation) ; one day—symposia 
(10 to 15 taking place at the same time); one 


day—case presentations; one day—free. 


Sulzberger 


At its International 


Committee of Dermatology will choose the principal 


forthcoming meeting, the 
topics, the speakers, the directors of discussion, 
those who are invited to open the discussion, and 
the topics of the symposia. 

12. The presentation of cases at the Congress 
Dr. Sulzberger proposes that in consideration of 
the very great number of enrollees that are 
awaited, to show the cases by television 

\ committee restricted to clinicians who are 
highly qualified (about 40) which will be selected 
in advance by the International Committee of 
Dermatology will be the only ones authorized to 
see the cases directly, in order to open their dis 
cussion before the body of the enrollees of the 
Congress. 

13. The contribution of the participating societies 
of the International Committee of Dermatology 


The 


dues (for the 


which will have paid their 


period of 1957 to 1962) before the 


Dues: societies 


next International Committee ot 
1960, will 


right (1) to send their delegates to the Congress, 


meeting of the 


Dermatology, im September, have the 


(2) to propose the names of persons whom they 
think deserve the travel stipends, (3) to propose 
names for opening discussers. “The societies which 
will not have paid their dues by September, 1960, 
will not have any of these rights unless the Com 
mittee believes that they have shown good and 
sufficient reasons for demanding a delay in payment 
Sulz 


berger, Hellerstrom and Degos, will be sent to all 


14. The present protocol, edited by Drs 


the different participating societies, 
M. B 
New 
Post-Graduate 
550 Ist Ave 
New York 16 


SULZBERGER 
York University 


Medical 


School 
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Clinical Notes, New Instruments and ‘Techniques 


LEON GOLDMAN, M.D., and FRED GOLDMAN, M.D., Cincinnati 


There is continued interest (unfortunately, chiefly 
nosological) in the severe and extensive forms of 
erythema multiforme bullosum and in the response 
intensive corticosteroid 


of these reactions to 


therapy. We would like to report a case with skin 
involvement of the entire body. This is the severest 
form of this we have seen. We would agree with 
Friedmann and Pathé! that severe ocular involve- 
ment and a serious prognosis are the essential 


characteristic features of this syndrome which 
distinguish this type from other forms of erythema 
Since this term, Stevens 


multiforme bullosum. 
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From the Department of Dermatology, Umi 
versity of Cincinnati College of Medicine, and the 


Department of Internal Medicine, Jewish Hospital. 


Extensive involvement of the trunk shorthy after 
admission 


Erythema Multiforme (Stevens-Johnson Syndrome) 


with Dermatitis Exfoliativa 


Johnson syndrome, is still used so commonly, we 
have employed this phrase. Dermatologists should 
prefer the term of severe erythema multiforme 
bullosum with ocular and mucosal involvement 


Report of Case 


A 19-year-old white woman was admitted to the 
Jewish Hospital on June 8, 1958. This was her 
first episode of any skin, mouth, or eye trouble. 
Her illness began five days previously with a pain- 
ful stomatitis, which became rapidly severe and 
was followed the next day by a conjunctivitis, 
fever, and a generalized) morbilliform eruption. 
The morbilliform eruption within 24 hours had de- 
veloped into large blisters. The husband of the 
patient had had a stomatitis and “cold” some few 
days previously. There was no other case of this 
in the immediate neighborhood, although we saw 
at that time, at the Cincinnati Hospital 
and in practice among medical and nursing per- 


General 


sonnel three cases of conjunctivitis associated with 
stomatitis, No one in the family of the patient or 
her triends had fever blisters. She had been swim- 
ming and sun-bathing. 

On admission the patient was semicomatose, with 
a temperature of 105 F. The entire skin was in 
volved, from the head to the feet, with a generalized 
bullous eruption over the face and entire trunk and 
extremities 
unin- 


maculopapular lesions on the lower 
and on the fingers. There was no area of 
volved skin about the entire trunk. The eyelids 
were reddened, edematous, and raw. The eyeball 
could not be seen. There were edema and extensive 
erosion of the lips, and it was difficult to examine 
Nikolsky’s The 
involved the vulva but not the 


the mouth. sign was present, 


bullous) reaction 
rectum. Later the perianal area was involved. The 
limited to her severely 


findings were 


toxic, Semicomatose state and the involvement of 


pertinent 


the skin, mouth, eves, vagina, and anal area. 

On admission, laboratory studies showed a_ red 
cell count of 5,400,000, with a hemoglobin of 15.4 
7,500, 
morphonuclear cells 66%, lymphocytes 26%, and 
The urine showed an albuminuria 
findings. 


em.; a white cell count) of with  poly- 


monocytes &&%. 


of 80 mg. % and no other abnormal 


| 
q 
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ERYTHEMA MULTIFORME 
Attempts to make blood-chemistry studies were 
unsuccessful until 11 days after admission because 
of the unavailability of superficial veins. Smears 
of the bulla fluids showed no organisms; cultures 
were sterile, and differential cell 
96% monocytes and 4% polymorphonuclear cells. 
No viral studies were done.* An incision was done 
in the leg because the sore mouth precluded her 


count showed 


taking fluids and nourishment, and intravenous 
corticotropin. (ACTH) drip was started with 60 
units. Intramuscular erythromycin was given and 
continued until she was able to take it) orally. 
After 12 hours the intravenous corticotropin) was 
repeated, and, in addition, intravenous predmsolone 
660.4 


Was 


hemisuccinate, me., was given. Intravenous 


corticotropin continued for two days, and 


intravenous corticosteroid was continued for four 
days. On the fifth day after admission, 33.4 mg. 
of predmsolone was given intravenously and 20 
me. of oral triamcinolone; from the sixth day, only 
oral triamcinolone, 32 mg. daily. The dosage ot 
triamcinolone was reduced gradually to 4 mg. a 
day. On June 19 and 20 she was given 15 units of 
corticotropin, and on June 21, was discharged from 
the hospital. She was maintained on fluids given 
intravenously through the vein cut-down in the leg 
until she was able to maintain a satisfactory oral 


intake. She also received several units of serum 
albumen. 
For local therapy the patient had Polysporin 


(polymixin B and bacitracin) ointment to the eves 
and saline mouth irrigations. She rested on sterile 
petroleum jelly gauze sheets and was treated with 
an open-exposure type of therapy as for a severe 
burn case. Unlike the burn case, clinically the pa- 
tient did not have the degree of shock or the 
blood concentration as far as could be determined. 
The eyes were treated with antibiotics locally. Eye 
consultation indicated only some conjunctivitis and 
involvement of the eyelids. There was no keratitis 
No topical corticosteroids were used on the eves in 
the initial period of her therapy. The first) blood 
chemistry study, on blood obtained some three days 
after admission from the finger tip, showed a 
BUN of 13 blood cell 
were made, and there was no marked change in 
The 


white cell count was 12,400. There was never any 


mg. %. Frequent counts 


the red cell count after admission. highest 


eosinophilia. The urinary protem was reduced to 
5 mg. %. On June 19, blood sodium was 136 mEq 
per liter; potassium, 6.7 mEq. per liter (probably 
owing to intravenous injections ot KCI) : chlorides, 
03 mEq. per liter; serum proteins, 642 mg. %, 
with albumin, 2.34, and globulin, 4.08 The bulla 
fluid showed no L. E. cells. On June 21, serum 
potassium was normal. Blood cultures were sterile 
Nonhemolytic streptococci were isolated from. the 
mouth. 

improvement under 


The patient made gradual 


intravenous corticotropin and 


the regimen of 


Goldman— Goldman 


prednisolone and antibiotic therapy. The lesions 
healed rapidly first over the trunk and then over 
The lower ex- 


tremities, even under therapy, had gradually be 


the extremities. lesions of the 
come vesicular, petechial, and purpuric. Extensive 
24-hour the patient 
comfortable. 

The 


gradual healing of all of the lesions except of the 


continued nursing care kept 


slow convalescence was associated with 


eves and tongue. Extensive milia developed on the 
face. This reaction was similar to the patient of 
Friedmann and Pathé.' The tongue presented a con 
tinued atrophy with an extensive superficial central 
ulceration, At present there are permanent atrophic 
areas in the tongue as well as in the vagina. Over 
a period of several months this healed gradually 
Then she developed an ulcerative keratitis, which 
was thought to be due to the irritation of the eve 
lashes from the developing entropion. The eve 
reaction persisted in the form of a severe entropion 


Drs. A. Wo MeCally and Donaly 


Lyle, her ophthalmologists, reported an active 


with trichiasis 


corneal ulcer of the left eve. Gratting wall be 
necessary later to treat this disturbing entropia and 


trichiasis 


Comment 


This patient, then, showed typical features of 
this syndrome, a young person with mouth, ocular, 
and skin reactions. It 1s of interest that the ocular 
reactions were secondary to the skin involvement 
She had, 


exfoliation. It 


other 
that the 


unlike our cases, 


of the eyelids 
complete body was felt 
intravenous 


this 


intravenous corticotropin and — the 
corticosteroids provided available steroid for 
patient \t 


corticosteroids are our routine therapy for the im 


extremely ill present, intravenous 


patient with severe erythema multiforme bullosum 
With potent intravenous corticosteroids now avail 
able, it is no longer necessary to use intravenous 
Previously we had not had the prob 
that 


corticotropin 


lem of such extensive skin involvement ven 


puncture was not possible. [tis worth while tor 


this syndrome to cut-down on a vein to provide con 
tinued intravenous therapy. This should be done by 


the surgical staff familiar with the intravascular 


The 


prevented oral therapy. For 


cannulization extensive mvolvement 


initially immediately 
effective corticotropin and corticosteroid therapy, 
the intravenous route is) preferred to the intra 
muscular 

It was suggested also, that, unlike im the burn 
case, the extensive involvement of the skin with 
bullous lesions did not produce the shock, as far 


as we could tell without adequate laboratory studies 


\gain, attention is called to the severity of the 
The 


advance so 


eye lesions in this syndrome.* family should 


be informed of this) in they can be 


prepared for these ocular reactions later 


| 
| 
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Summary 


\ severe case of Stevens-Johnson syndrome with 


complete body involvement is presented. The 


severity and persistence of the ocular reactions 
in spite of intravenous corticotropin and intravenous 
corticosteroid therapy is emphasized. 


Department of Dermatology, Cincinnati General 
Hospital (29) 
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Treatment of Acute Sunburn Reaction with 


Triamcinolone 


MILTON M. CAHN, M.D., Philadelphia, and EDWIN J. LEVY, M.D., Lansdowne, Pa. 


\cute sunburn results from overexposure to the 
rays of sunlight, which are in the 
from 2,900 A. to 3,150 A." The 
following report concerns the short-term treatment 


erythemogeni 
spectral range 


of acute sunburn reactions with triamcinolone 
( Kenacort* ) 

Fourteen patients with severe sunburn were seen 
during July, 1958. Thirteen were adults, and one 
a child aged 11 years. Each adult received 16 mg. 
of triamcinolone, as an initial dose, followed by 
12 mg. in divided doses within the next 18 hours 
Nine 


The re- 


(4 me hours for three doses). 


patients 


every 6 
required no further treatment. 
maining four patients, who were the more severely 
sunburned, required an additional 12 mg. over the 
The child 
12 mg., followed by an additional 


succeeding 18 hours, was given an 
initial dose of 
12 meg. in divided doses over the next 18 hours for 


a total of 24 me 
Results 


Improvement in each patient was rapid. Within 
{hours pain and burning diminished and fever and 
chills were lessened, and in 12 hours all patients 
felt remarkably improved. Four of the more 
sunburned patients, who had bullae and 
chills 


and fever, were able to return to limited normal 
within 24 


severely 


edema of the face, hands, and feet, with 


activity hours of the onset of triam 


Submitted for publication Oct. 16, 1958. 

The Department of Dermatology (Dr. Donald 
M. Pillsbury, Director) University of Pennsylvania 
School of Medicine. 

*Kenacort was supplied by H. M. Neiman, of 
Phe Squibb Institute for Medical Research 
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cinolone therapy. No relapses occurred this 
small group of patients. 

Local treatment consisted only of cool starch 
baths for 20 minutes every 2 to 4 hours and cool 
water compresses to swollen areas, such as the 
face, hands, and feet. Large bullae were ruptured 
in the four patients presenting such lesions. No 
oitment or dressing used, 

No side-effects from the drug were noted in these 
14 patients.* 


however, when administering corticosteroid therapy, 


Caution must always be exercised, 


regardless of the amount prescribed or the length of 
time taken, because of the possible danger involved 
should some overwhelming intercurrent stress (such 
as the need for emergency surgery) arise 


Summary 


A rapid method for treating acute sunburn reac- 
tions with triamcinolone (Kenacort) is reported. 
Fourteen patients (thirteen adults and one child) 
were treated with a large initial dose, followed by 
smaller doses for 12 to 24 hours. 
treatment, as 


chills, 


In each instance, response to 


measured by subsidence of pain, edema, 
and fever, was dramatic. 


1930 Chestnut St. (3). 
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Psoriasis and 


Tol. 79, June, 1959 


The Use of Triquin in the Treatment of Discoid Lupus 


Erythematosus and Some Other Skin Conditions 


CHARLES SHEARD Jr., M.D., Stamford, Conn., and MARK R. MARCIANO, M.D., New York 


Che antimalarial drugs quinacrine (Atabrine),’* 
chloroquine (Aralen),* 
(Plaquenil),* as well as amodiaquin (Camoquin), 


and hydroxychloroquine 


have been used in the treatment of discoid lupus 


erythematosus and in the suppression of —poly- 


morphous light eruption 

Since the summer of 1955 we have observed the 
with a 
25 


results of the treatment of these diseases 
tablet 


mg., chloroquine 50 mg., and hydroxychloroquine 


which is a combination of quinacrine 


65 mg., called Triquin,* and have come to the 


Submitted for publication Noy. 10, 1958 

New York Hospital-Cornell Medical Center, De- 
partment of Medicine (Dermatology) (Dr. 
Marciano). 

* Supplied by Winthrop-Stearns, Inc. New York 
that the tablet 


effective and safe method of treatment 


conclusion combination is a very 


In the Table we have listed the data concerning 
the dosage and duration of treatment, as well as 
the results. 
18 excellent and 5 moderately good results out of 
a total of 23 patients with discoid lupus erythema 
tosus, of whom 12 had had no previous treatment 
and 11 had had treatment (4 
with no improvement until the use of Triquin) 


This can be summarized briefly as 


some considerable 
Previous therapy included the use of gold, bismuth, 


quinacrine, chloroquine, hydroxychloroquine, and 
amodiaquin and even x-radiation in one patient 

There were also five patients who manifested 
polymorphous light eruptions, and in these, since 
two were lost to follow-up, we can only report 
on the results in three, in whom there was excellent 
protection.” 

There was one case of Senear-Usher syndrome 
(ACTH) was 


reduced from 240 units per week to 80 units per 


whose requirement of corticotropin 


Treatment with Triquin 


Duration 
of Disease 
¥F. 


Prior 
Treatment? 


Pa- 
tient Diagnosis 
Yes 
Yes 
No 
Yes 
Yes 


SESS 


E 
Poly. light 
Poly. light 
Poly. light 
Senear 


BRL 


No 
Ussher Corticotro 


pin only 


te 


Daily 
Dosage 


Length of 

‘Time on 

Triquin, 
Mo 


Results, 


Clearing Side-Effect 


Slight nausea on 3 daily 


Slight pigmentation 


100 
95 Hleadache, switched to 

hydroxychloroquine 
95 
100 
95 Occas. abdominal cramps 
95 Nausea & loose movements 
95 
100 


protec 


Nausea on empty stomach 
Excell 
Excell 
Excell. protec 


protec. 


Improvement 
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| 
7 
95 - 
7 
5 
6 65 M L \ No 50 3 
e 7 28 M L. 7 No 3 
30 F L. 4 Yes 100 1 
9 F No 100 6 
68 F 6 Yes 95 13 
L 1 No 95 13 
12 45 BE. 17 Yes 60 ‘ 
13 43 L. 7 Yes 
4 #45 F L: 9 Yes 
15 6s Fr L. 2 Yes 
7 No 2 
Vy No 2 Be 
No 3 
1% Yes 3 pate 
3 No 3 
No 2-3 
2 No 3 ; 
a5 ly No 1 
OF 2 No 1 


week by the addition of at first 2 and later 1 Triquin 
tablet daily. 

Not listed in the Table are seven patients with 
diseases that were unlikely to benefit from Triquin 
but who were tried on it, nevertheless. These 
were one case of panniculitis, one case of multiple 
benign superficial epitheliomata, one case of multiple 
actinic keratoses of the face, and four cases of 
seborrheic dermatitis with a questionable element 
of light aggravation. As might be expected, none 
of these patients derived any benefit from Triquin 

Out of 27 patients treated, only 6 had what could 
be described as any side-effects at all, and all of 
them 


were minor. One 68-year-old woman com- 


plained of headache with Triquin, which disap- 
peared when hydroxychloroquine was substituted 
One brunette woman developed a slight yellowish 
pigmentation after six months on 2 tablets daily 
There were two women and one man who admitted 
a slight tendency to nausea when they took their 
tablets on an empty stomach, and one woman had 
loose bowel 


occasional movements. Of those pa 


tients in whom it was felt wise to do blood cell 


counts, there had been no change during treat- 


ment.” 
Comment 


If dosage is discontinued, the patients tend to 


relapse the following spring. It has been) our 
custom to advise patients to restart the medication 
in May and continue until late October, adjusting 
the dosage as needed. Some patients need small 
doses in the winter, too, especially if exposed to 
sun, &. g., a trip to Florida. When one antimalarial 
drug fails to work quickly, often a change to a 
different one brings the desired result. [t is our 
feeling that although therapy with the antimalarial 
drugs is not always curative, it is satisfactorily 


suppressive and has proven free of serious reactions 


Summary and Conclusions 


Triquin (quinacrine, chloroquine, and hydroxy- 


chloroquine) is an effective and safe treatment for 


144/718 


A, M. A. ARCHIVES OF DERMATOLOGY 


discoid lupus erythematosus and polymorphous light 
eruption. It gave excellent results in the majority 
of patients treated and cleared four patients in 
whom previous therapy had been ineffective. It is 
to our methods of 


a very worth-while addition 


management of this: disease. 


76 Glenbrook Rd. 
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Rectal Chanere 


Report of a Case 


BENJAMIN T. WELLS, M.D.; ROBERT R. KIERLAND, M.D., and RAYMOND J. JACKMAN, M.D., 


Rochester, Minn. 


Syphilis of the rectum is rare, and cases 
with primary chancre of the rectum are 
seldom observed clinically. Therefore, re- 


ports of substantiated cases of rectal 
chanere have appeared in the literature in- 
frequently. This may be due less to their 
low than to (1) 


failure to consider syphilis as a diagnosis 


incidence of occurrence 


along with the more usual other rectal 
conditions that share a clinical resemblance; 
(2) self-treatment by patients who consider 
their symptoms due to hemorrhoids, rectal 
irritations, and so on; (3) avoidance of 
fear of being 


and (4) 


failure of physicians to consider the rectum 


medical attention because of 
discovered as sexual deviates, 
as a possible site for primary syphilitic 
infection when confronted with positive re 
sults from serologic studies or manifesta 
tions of secondary syphilis. Since chancre 
of the often 
through the practice of pederasty, if the 
this 


rectum acquired most 


high incidence of homosexuality in 


country as reported by Kinsey and asso 
ciates ! (370 of the total male population 


having some homosexual experience at 


some time between adolescence and old 


age ) is assumed to be correct, then the 
incidence of primary syphilitic 
of the higher than the 


number of reported cases would indicate. 


infection 


rectum should be 


Articles by Hinrichsen ? and by Kanee and 


Hunt have stressed the importance of 


homosexual and other unusual sexual be 


Submitted for publication Dec. 12, 1958 
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Jackman). 


Minnesota 


Dermatology 


Proctology 


havior in the spread of venereal diseases. 


reported unusual 


Jones Janis 
case of rectal chanere existing simultane 
ously with gonorrheal proctitis in a homo 
sexual male living as a female. Two cases 
of syphilis of the rectum, one simulating a 
malignant condition and one originally con 
sidered to be fissure in ano, were described 
by Lieberman.” Hecht ® has described the 
case of a patient who without prior biopsy 
underwent surgical treatment for rectal 
lesion thought to be malignant in spite of 
a positive serologic finding but who devel 
oped a secondary syphilitic eruption during 
his convalescence and then was thought to 
have had a primary rectal chancre. 

The appearance of anal lesions inv pri 
mary syphilis seems somewhat commoner. 


Downing * found that among 691 cases of 
primary syphilis seen at the Boston City 
Hospital 1908 te 1930, 
2.6% had primary lesions of the 


Porter > found 2 instances (3.767) of anal 


from inclusive, 


anus. 
chanere among extragenital syphilitic 
lesions studied. Three cases of anal chancre, 
two in males with a positive history of anal 
coitus and one in a female who denied anal 
intercourse, were described by Landsman.* 
Wile 


chanere 


and found only anal 


(1.50) in a survey of 68 


Cases 


of extragenital chanere. Goodman?! re 


cently has referred to a study in which 7 
patients with anal lesions were found 
among 40 male patients presenting mani 
festations of infectious syphilis, all of 
whom admitted sexual exposure to men. In 
a much earlier paper, Martin and Kallet !” 
that 


anorectal region is not uncommon. 


concluded primary syphilis of the 
In 300 
proctologic cases seen in one year, they 
found 20 patients with proved chancres of 


the anorectal region. 
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Report of Case 

The case here reported is offered as an 
interesting example of a seropositive  pri- 
mary chancre of the rectum. 

37-year-old unmarried white man was seen 
at the Mayo Clinic in the summer of 1958 for 
evaluation of a “recurrent rectal polyp.” He had 
returned to the United States on the previous day, 
ending a four-month tour of Europe. Ten days 
previously he had noted onset of headache, general 
myalgia, and elevation of 
In addition, he had been 


malaise, arthralgia, 
temperature to 99.2 F. 
constipated; his stools had contained much mucous 
material, and he had noted a small amount of 
bright blood on the toilet tissue although he had 
experienced no rectal discomfort. He had consulted 
a doctor who apparently had discovered a rectal 
“polyp” through digital examination and had 
treated the patient with laxatives and an antibiotic. 
The symptoms had cleared rapidly, but the patient 
had decided to return to the United States for a 
recheck of the lesion 

He had been a patient at this clime one year 
before, with a history of having had several rectal 
polyps removed elsewhere, and proctoscopic exami- 
nation had revealed two small polyps of the rectal 
mucosa which subsequently had been fulgurated. 
A follow-up examination just prior to his European 
trip had revealed no abnormalities. Concern at 
what he supposed to be a recurrence of his previous 
rectal lesions had caused him to return for reex- 
amination, 

The patient that in 1953 he had had 
gonorrheal urethritis for which he had received 
penicillin injections but that follow-up blood studies 
Results of serologic 


stated 


had been reported as normal. 
tests for syphilis at this clinic in 1954 and 1957 
had been negative. While in Europe, he had had 


intercourse with women on at least 10> occasions, 


denied any unusual or abnormal sexual 
practices. The last 


have occurred six weeks before his return to. the 


but he 


sexual contact was said to 


cline. Nothing else in the history was unusual. 


The patient appeared to be in good health, and 
were satisfactory 


findings in) the examination 


Proctoscopic) examination revealed single, 1n- 


durated, irregularly contoured ulcer on the anterior 
rectal wall about 7 em. above the dentate margin. 
The lesion was about 2 em. by 2 cm. in extent and 
millimeters above the sur 


Objectively, it) was 


was elevated a few 
rounding normal mucosa. 
thought to be a lesion of inflammatory granulom- 
atous type, but the specific nature of it was not 
considered until a positive finding on a serologic 
test was reported the following day. 

A specimen removed for dark-field examination 
at this time was found to be positive, thus confirm- 
ing our suspicions. The results of laboratory tests 
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examination and 
conclusive 
follows : 
VDRL, reactive, reactive*; Kahn, reactive 4+, 


performed on the day of 
(marked *) later were 
Serologic were as 


three days 
tests and findings 
reactive 4+ *; (Kolmer) 
Wassermann, reactive,* and titer, 1:256.* Cerebro- 
Spinal fluid tests and findings were as follows: 
Kolmer, nonreactive; colloidal gold, 000000; cell 
count, 8 per cubic millimeter (7 lymphocytes and 
neutrophil), and 
Tissue cultures from the rectal 


Hinton, reactive *; 


polymorphonuclear proteins, 
45 mg. per 100 ml. 
ulcer were negative for Brucella, fungi, and enteric 
pathogens. An acid-fast smear from the ulcer was 
negative. Biopsy of the ulcer identified inflam- 
matory granulation tissue. 

examination revealed no 


Thorough neurologic 


significant abnormalities. A diagnosis was made 
with extragenital chanere 
Penicillin therapy, 600,000 


final 


of primary syphilis 
(rectum), seropositive. 
units daily for 10 days, was given. At a 
proctologic examination the ulcer was found to be 
The 
advice to have further antisyphilitic therapy in 


healing well. patient was dismissed with 


four months’ time 


Summary 


A case of primary syphilis with extra 
genital chanecre (rectum), seropositive, in 
a 37-year-old white man is reported. It is 
suggested that the relatively few reported 
cases of rectal chanere in the literature re 
flect the 
lesion, rather than a low incidence, 


infrequent recognition of the 


Addendum 


The patient whose case history is’ pre 
sented was seen again at this clinic in early 
January, 1958, for a follow-up examination, 
which time the previously described 
rectal chancre was noted to be completely 
healed, with some residual scarring. 

Reports of laboratory studies were as 
Kolmer, weakly reactive; Hinton, 


Kahn, 


weakly reactive. 


follows: 


nonreactive; nonreactive; Kline, 


Mayo Clinic. 
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Correspondence 


EFFECT OF UREA UPON EPITHELIAL CELLS 


To The Iditor:—Reference has been made in recent numbers to the use of synthetic urine 
and of the natural variety as local application for chronic leg ulcers. Butterworth, T.: A.M. A. 
A\kCH. DerMat. 78:91 (July) 1958: Lackenbacher, R. S.: A.M.A. ArcH. DerMAt. 78:762 
(Dec.) 1958. May I add to the record concerning this type of treatment ? 

Over 20 years ago a captain, who had gone in sailing ships to many parts of the world, 
told me of a treatment which sailors frequently used in those days to cure chronic sores on 
their feet. These were known as “salt water sores.” Of course, the seamen went barefooted. 
My informant said they used to keep a pot of urine on the deck and dip their sore feet in it 
occasionally, He assured me it seemed to produce beneficial results. | have read that “sympathetic 


powder” and “sympathetic salve” were famous treatments in the 17th century. The chief 
ingredients of the ointment were moss from dead men’s skulls, human blood, and linseed oil. 
The following quotation from Salmon (about 1693) is apropos of the subject: “If the 
weapon wounding, or anything dipped in the Blood be dressed with it, it will cure the Wound, 
though the patient be never so far away; dip the weapon into the ointment and leave it so, 
the Patient in the morning washing the Wound in his own Water, and without adding anything 
else, tie it up warm and carefully, and the Patient will be cured without pain.” It is to be noted 
that the “sympathetic salve” was applied to the weapon but the patient’s wound was treated 
with urine! 

Up to about the beginning of this century it was said to be the custom of many women 
who took care of some babies to wipe their own cheeks with the wet napkin in order to give 
themselves a beautiful complexion, and it was further reported that many of them did have 


beautiful complexions ! 


Is it not possible that the common denominator of all these empirical 
therapeutic methods may be found in certain reported values of urea and its salts in promoting 
the health, well-being, and growth of epithelial cells 7 

kK. A. Batirp, M.D. 

562 Dunn Ave. 

Lancaster, N. B., Canada 


THE HECHT TEST FOR DETECTING THE ANTIBODY IN SYPHILIS 


To the b:ditor:—On May 10, 1906, thus 53 years ago, an article entitled “Eine Serodiag- 
nostische Reaktion bei Syphilis” appeared in the Deutsche medizinische Wochenschrift. The 
method was introduced by Wassermann, Neisser, and Bruck and was based on the ingenious 
principles of Bordet and Gengou’s complement fixation. It was an indirect method of detecting 
the antibody in syphilis, the direct methods dealing with the treponemata at that time having 
failed. The importance of this diagnostic aid in the discovery and control of syphilis can 
never be estimated 

The complications encountered in the performance of this complicated test led to numerous 
modifications, as well as to simplifications. In December, 1908, Dr. Hugo Hecht, then at 
Prague and now at Cleveland, published a preliminary paper under the title, “A Simplification 
of the Complement Fixation Test for Syphilis.” This was followed within a few months by 
a second article. In May, 1910, Hecht reported the results obtained by more than a dozen 
serologists in different countries. By 1911, Hecht had succeeded in improving his original 
method by a careful evaluation of the alcoholic antigen-extract so as to make it more specific. 
Additional improvements on the hemolytic system, the use of Jacobsthal’s method of refrigera- 
tion incubation, and the eventual employment of Pangborn’s antigen were made by him 
and also by others so that the test became much more sensitive and specific. The Hecht test 
was widely employed in France and the United States, as well as in many other countries 
with some variations. 

The Pasteur Institute in Paris accepted the Levaditi-Latapie modification. Many other 
modifications appeared; namely, the Benard and Joltrain, Bauer Hallion, Weinberg, 
Mutermilch, Reénaud, Tribondeau, Rubinstein, Telmon, Ronchese, and Rodillon variations 
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CORRESPONDENCE: 


Hecht’s test was introduced in Italy by Beretvas and in Germany by Bruck, Behrmann, and 
Rosenberg. Bruck was one of the associates of Wassermann. In the United States the test 
was first used by Gradwohl in 1916. More than 200 original papers have been published in 
many languages during the 53 years since the appearance of Hecht’s first paper. It is of 
interest to know that the test has been applied in gonorrhea, tuberculosis, echinococcus disease, 
and others. 

It is strange indeed how credit is displaced from and not lost to those who really deserve 
it. At the first serological conference of the League of Nation’s Hygienic Section in 
Copenhagen in 1923, the Hecht test with Mutermilch’s modification gave the best results 
then obtainable. The Chairman of the Section, at this time, sent a formal congratulatory letter 
to Professor Hecht, but his name, through some oversight, never appeared on the official 
protocol. Again, at the second Serological Conference in Montevideo in 1928 the Ballung 
reaction was proclaimed the best flocculation test then in general use. The records showed 
only R. Miller's name for this reaction instead of the Hecht-Muller (HK ER-Kugelflockung ) 

Many new and valuable tests have since been developed, which is in keeping with the 
biological character of these reactions and the developmental process in medicine. It. is, 
however, a great satisfaction and certainly a rare experience for an investigator to have 
witnessed the application of his test over the course of half a century. Syphilis is strictly a 
disease of man and was one of his worst afflictions. The contributions made since the beginning 
of this century in this disease have been brilliant, except perhaps the cultivation of a truly 
pathogenic treponema. Dr. Hecht is to be congratulated for his successful work in the detection 
and control of syphilis through his test. 

E. Ecker 

Professor Emeritus of Immunology 

Western Reserve University School of Medicine 
Cleveland 6 


DOES THE ROSACEA-LIKE TUBERCULID EXIST? 


To the Editor:—\ agree with Dr. Michelson that it is impossible to constitute effective 
criteria for distinguishing rosacea from Lewandowsky’s “rosacea-like tuberculid.”” Comparing 
data obtained from the literature with the results of my own investigations it appears to me 
that neither clinical nor histological examination will constitute an effective criterion for 
distinguishing rosacea from “rosacea-like tuberculid.” 

Dr. Michelson, however, is supposing that if a tuberculid, i. ©. rosacea-hke tuberculid, 
is suggested on clinical and histological grounds “and if there is other corroborative evidence 
for tuberculosis, one cannot find fault with the diagnosis of rosacea-like tubereulid, even 
though he may not like the term.”” This statement is not correct in my opinion because two 
diseases, i. @&., rosacea (or “rosacea-like tuberculid’”) and tuberculosis, may exist at the same 
time without evident connection. From my material 5 out of 55 patients with rosacea demon 
strated an active or cured tuberculosis elsewhere: In 3 out of these 5 cases rosacea existed 
without peculiar clinical or histological qualities (nonspecific infiltrate) ; in 1 case the diagnosis 
“rosacea-like tuberculid,’” which was considered on some clinical grounds, could not 
established by histological examination (also in serial sections); in 1 case with clinically 
normal rosacea histological examination disclosed an indication of tuberculoid structure. 
Moreover, at most only four cases in literature were described with a combination of “rosacea 
like tuberculid” and a form of tuberculosis elsewhere (lederman, Wise and Sulzberger, MackKee 
and Sulzberger, and Lutz). Why should it be unlikely that these cases were cases of common 
rosacea in patients with a history of tuberculosis, e. g., active foci of this disease somewhere 
in the body ? 

Instead of accepting such a doubtful disease as “rosacea-like tuberculid’’—the extreme rarity 
of well-authenticated cases impressed Dr. Michelson evidently—all these cases of “rosacea-like 
tuberculid” may be considered identical with cases of rosacea papulosa. In my opinion the 


name “lupoid rosacea,” which name is generally accepted in Germany, is not to be recommended 
The adjective “lupoid” indicates a resemblance to lupus; it seems dangerous to suggest a relation 


to tuberculosis. 


W. G. vAN Keret, M.D 
Department of Dermatology 
Binnen-Gasthius 

Amsterdam, Netherlands 
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Obituaries 


WILHELM LUTZ, M.D. 
1888-1958 


Prof. Wilhelm Lutz, Director of the University Skin Clinic, Basel, and one 
of the leaders of Kuropean dermatologists, died on Sept. 8, 1958. 

Wilhelm Lutz was born on Nov. 4, 1888, in Basel. With the exception of 
one semester which he spent at the University of Vienna, he remained faithful 
to the University of his birthplace, from which he graduated in 1912. After a 
thorough training in pathology with Professor Heidinger in Basel, he intended 
to specialize in internal medicine at the University Clinic of Professor Wildbolz. 
Because there was no vacancy at that time, he went to Professor Jadassohn 
instead and was so impressed by his personality that he decided to take up 
dermatology. After the completion of his training, Prof. Bruno Bloch appointed 
him as his assistant at the University Skin Clinic in Basel, where he became 
later “Oberarzt.” 


WILHELM LUTZ, M.D. 
1888-1958 


After the untimely death of Professor Lewandowski, who became Bruno 
Bloch’s successor, Lutz was appointed in 1932, at age thirty-four, as associate 
professor and in 1937 as professor and chairman of the newly created chair of 
dermatology and venereology of the University of Basel. 

Wilhelm Lutz fulfilled his duties as an exemplary teacher and chief of the 
clinic for thirty-four years. Tis scientific contributions not only enriched derma- 
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tology but extended to the entire field of medicine. His steady quest was to 
search for relationships between the skin and internal disorders, without neglect- 
ing the importance of dermatological morphology. 

He made important contributions to the genesis of pigmentation and the 
therapy of gonorrhea and syphilis and displayed special interest in allergic derma- 
toses and the relationship of the vegetative nervous system to the skin. Several 
publications related to these topics have been published from his institute. 

His life-long scientific interest and research culminated in’ publishing a 
standard work on diseases of the skin. This book was acclaimed internationally 
as one of the finest treatises; a second edition was published soon thereafter, and 
a third was in preparation before his death. 

Dermatologists all over the world are indebted to him for his able editorship 
of the international journal of dermatology (Dermatologica), which tlourished 
under his guidance (1939-1958). It was in 1939 that Lutz became Editor-in 
Chief, at a period when stormy political differences tried to undermine straight 
scientific thinking. Lutz was adamant in his strong principles and with his un 
flinching courage refused to bend to political influences. 

His rectitude and sense of duty toward the scientific world was gratefully 
acknowledged by those who had a similar, honest, unbiased attitude toward science. 
Professor Lutz was honored by several scientific societies. 


The dermatological world has lost in Professor Lutz's death a unique character 
| 


with superbly human qualities. 


FREDERICK Reiss, M.D. 
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MANHATTAN DERMATOLOGICAL SOCIETY 


Paul Gross, M.D., President 
Maurice J. Costello, M.D., Secretary 


March I1, 1958 


A Case for Diagnosis: Congenital Erythema of 
the Soles with a Lipoma on Each Heel. 
Presented by Dr. Davip BLoom. 

A Cuban girl aged 5 months is presented from 
Sydenham Hospital with a diffuse erythema of the 
soles, which has been present since birth. On the 
heel there is a 
which 


internal plantar aspect of each 


subcutaneous has the 


cherry-sized tumor 
consistency of a lipoma. 
The family history is irrelevant. 


The child has 


no other abnormality 


Discussion 


Dre. Samuret M. Peck: suppose Dr. Bloom is 
presenting this as an interesting case of congenital 
malformation. If I were to hazard a guess, I 
would say the lesion was a lipoma 

Dr. NArHAN SopeL: I would wait with excision 
until the child grows up. It is a perfectly soft 
lesion. 

Dr. Jack 
diagnosis of lipoma 
lapsible and lack the consistency of fatty tumors. 


Their size and their symmetry would also appear 


[ can not go along with the 


The lesions are soft and col 


to rule out the possibility of soft nevi. A definitive 
diagnosis in this case will probably be not be made 
without microscopic examination. 

Dr. Sacus: do 
lipomas on the palms and soles, especially sym 
metrical and feel like 


lipomas, but because of the rarity of such a condi 


not recall seeing 


ones. The lesions are soft 
tion | am wondering whether it might be the be 
ginning of von Recklinghausen’s disease 

Dr. Grorce M. Lewis: | should be grateful to 
learn the results of histologic study. My clinical 
impression agrees with the presenter’s. 

Dr. Maurice J. I have rarely seen a 
nevus on the extremities which was bilateral and 
There is a possibility that the soft, 


COSTELLO : 


symmetrical, 
compressible, symmetrical lesions are cystic bursae. 
I have had an adult with such lesions. If you were 
to aspirate them, you might get a gelatinous mate- 
rial. 

Dr. ORLANDO CANIZARES : 
The lesions are not lobu 


| do not agree with 
the diagnosis of lipoma. 


Submitted for publication July 30, 1958 
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lated enough. Dr. Costello's point is well taken 
I should let the lesions alone. I think when the 
child starts walking they will flatten out and be 
forgotten. 

Dr. AprIAN Bropey : 
They seem to be ganglia. 
soft, and I should be inclined to let them go un- 
treated. 

Dr. Davin BLoom: 
possibly the same condition as described by John 
Lane, Arch. Dermat. & Syph. 20:445 (Oct.) 1929, 
as “erythema palmare hereditarium.” 

As to the symmetrical tumor on the heels, only 


I feel as Dr. Costello does 
The lesions are rather 


The redness of the soles is 


biopsy will decide whether we are dealing with a 
congenital lipoma, tibroma, or cyst 
Trichoepithelioma, Presented by Dr. SamurL M 
PECK. 
A Puerto Rican boy aged 14 is presented from 
The Mount Sinai Hospital with multiple nodules 
The 


patient has had many nodular lesions on the face 


on the face, scalp, neck, back, and thorax. 


since the age of 7 years. He also has café- 
au-lait spots and soft nodules on the trunk. 
An elliptical biopsy specimen the post- 


auricular region was reported as basal-cell epithe 
connection to the overlying 
specimen taken 
the back 
epithelioma, 


without 
Another biopsy 


lioma but 
epidermis. two 


weeks later of two nodules from was 


reported as intradermal basilar-cell 
identical to that seen in the previous specimen 
The slide was sent to the National Institute of 
Pathology and to the Mayo Clinic (Dr. Mont 
gomery) and was reported to be trichoepithelioma. 

On Jan. 3, 1958, the patient was admitted for 
abrasial surgery and for shaving of his nose under 
general anesthesia, in conjunction with the Plastic 
Surgery Department. At operation approximately 
500 ce. of blood was lost and three-quarters of the 
He will be readmitted this month 
the 


face was abraded. 


for wire-brush surgery to lower part of his 


face. 


Discussion 


Dr. NATHAN Sopet: | should be cautious about 
doing any more dermabrasion because of the tend- 


ency to keloids; [| should watch the areas already 
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done before trying more. I think the older method 
of electrodesiceation would be better. 

Dr. Jack WoLr: 
the results of planing in this case. 


| am rather impressed with 
I know of no 
other method which would have produced a com 
parable result in this condition. The area treated 
on the chin was particularly striking. 

Dr. WILBERI 
result so far but am wondering whether it will 


Sacus: IT am impressed with the 


remain. The pathology of trichoepithelioma goes 
deep, and I wonder whether it can be treated su 
perficially, and whether the dermabrasion will pro 
duce a keloid. T think this is possible and would 
certainly wait; if the result is good | would go on, 
but a recurrence is possible 

Dr. Davip Broom: This boy was treated some 
years ago at Bellevue Hospital with electrodesicea 
tion to some of the lesions. The result was gratify 
ing. Another boy with the same condition was also 
seems to 


treated successfully. The dermabrasion 


have been of benefit to the patient shown tonight 


However, keloid formation may develop in this 
hoy 

Dr. Grorce M. Lewis: It is my feeling that 
active therapy in this case is desirable and that 


various destructive methods should be given a trial 
I should suggest that abrasion with sculpture tools, 
as developed by Dr. Torre, might also be utilized 

Dr. Maurice J 


the 2-in. keloid accidentally caused by dermabrasion 


Cosretto: | am impressed by 


If that should happen again—and it may—and if 


several should occur, you will have this boy’s face 
covered with keloids. [| think dermabrasion is dan 
gerous in the treatment of this particular boy’s con 
dition. What are you going to do for the lesions 
around the nose? I should do one of two things: Let 
treat it solid carbon dioxide. | 


it alone or with 


think it can be pinpointed, especially around the 


nose, and this therapy never causes keloids, or 
hardly ever, but the other modality mentioned is 
very likely to do so 


Dr. JuLes VaNnpow: I saw this patient several 
years ago at Bellevue Hospital, where they were 
using dermabrasion in the area just above the 
glabella, and those lesions returned; however, the 
lesions treated recently look very good. Dr. Berks, 
of New 


treated with the 


Orleans, has described several cases 


same modality and in all there 
were recurrences 


Dr. A. W. Grick (by 


patient first came in | did a test 


When the 


abrasion on the 


invitation) : 
cheek. Naturally, you would have to abrade a con- 
When there are 


areas interspersed with normal skin, [| doubt that 


siderable amount of normal skin 


dermabrasion is the best method. The sandpaper 


there at the time but 


The 


procedure was done under general anesthesia 


disc was used; was not 
major 


The 


area on the chin was done without anesthesia ex- 


think he is tremendously improved. 


cept for freezing with ethyl chloride, and we had 
to stop because the boy was very apprehensive 
The area on the chin looks wonderful to me, and 
I hope he does not get a keloid. 1 am wondering 
kind of sutures were used on the forehead, 
and how many. (Answer: We used silk—about 12.) 

Dr. Grorce M keloid or a 
hypertrophic sear ? 

Dr. Maurice J 


a keloid, which is 


what 


LeWIs Is this a 


COosTELLO I should think it is 
a solid, reddish-brown, hard le 
sion that extends beyond the site of original trauma 

Dr. A. W 
that 


last few weeks 


Guick (by invitation): It is my 


feeling the scar has decreased im size in the 


this 
that 


CANIZARES We followed 
Bellevue. At 


time we did attempt dermabrasion, but it could not 


Dr. ORLANDO 
boy four or five years ago at 


be carried out; freezing was not enough, and the 


boy became so nervous that the treatment was 
stopped. am worried about keloids, for think 
he may have a tendency. | should wait, and if 


they do not develop | should proceed with other 


areas \round the nose | should lke to recommend 


the use of the actual cautery. It works very well 


and the chances of keloids are less than with 


electrocoagulation 


Dr. Apktan Bropey (by invitation): Pf nothing 


else of a keloidal nature develops, | should con 


tinue. The nose can be handled by electrosurgery, 
if necessary 

Dr. Reiner: Regardless of the modality, 
there has been a change in the personality of the 
an unhappy, imtroverted 


boy, who was formerly 


person. He will deeply appreciate anything we 
can do for him 
Dr. A. W 
looking for help and will do anything to cooperate 
Dr. SamueL M. Peck: We 


primarily a psychiatric problem 


Guick (by invitation): He is really 


took this case on 
because he was 
The boy was rapidly becoming not only an intro 
vert, but a juvenile delinquent. If this boy has a 
racial tendency to develop keloids you run the rish 
of getting them, no matter what modality vou use, 
Hlow 


if you remove the lesions deeply enough 


ever, | do not care in this case, because this boy 
would rather have keloids heceause ot something 
done to help him than beeause he was born that 
way. They used to call him “lion boy” or “tiges 
boy 

Morphea. Presented by Dk. Davin Broom 


: 
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April 8, 1958 


Herpes Gestationis. Presented by Dkr. Aprian 


BRropey 

A white woman aged 29 was first seen on July 
18, 1955, for the treatment of a generalized bullous 
She 
abruptio 


eruption which appeared one day postpartum 
had had 
placenta and stillbirth 
(Demerol), 
(Luminal) 


toxemia of pregnancy with 


During labor she re- 
scopolamine, and 


ceived meperidine 


phenobarbital sodium, Examination 


showed numerous generalized papulovesicular 


lesions and bullae. The impression was erythema 
multiforme bullosum due to medication. The pa 
tient improved with the administration of predniso 
lone. On Aug. & the 


38,550, with 60% cosinophils, but general physical 


white blood cell count was 


exanunation by an internist excluded systemic dis- 


ease. Subsequent blood cell counts showed a grad- 


ual restoration of the normal picture. The patient 


had to be maintained on reduced doses of corti 


costeroids until three months after onset. Two 


a mild recurrence following 
abortion. At 


atropine, penicillin, and an ergot: preparation had 


months later she had 
a spontaneous this time morphine, 
been given. This eruption cleared within one month 
on prednisone (Meticorten) therapy 

The patient was seen again on Oct. 15, 1957, in 
her eighth month of pregnaney for a similar wide 
She 
had been taking dextro amphetamine, thyroid, and 


spread bullous eruption of six weeks’ duration 


for antihistamines, were 
Dee 


were administered during 


vitamins. Drugs, except 


interdicted, with some improvements. On 


6 meperid id ergot 


labor oation of the eruption followed, 


and sulfapyridine, gm. daily, was pre 


seribed This did control the eruption 
with re 
(Acthar-Gel) and 


During this period 


satisfactorily, and corticosteroid therapy 


pository corticotropin myection 
prednisolone was  reimstituted 

the eruption at times presented a morphologic pic 
ture of dermatitis herpetiformis, and at other times 
it appeared to be that of classical erythema multi 
Biopsy on Feb. 24, 1958, was not 
Wilbert and Perry Sachs. stated 


they could not make a diagnosis of erythema multi 


forme bullosum 
conclusive. Drs 


forme or pemphigus from the sections. They 
wondered about the possibility of dermatitis her 
petiformis 


\pril 4 and 


The patient was 


A complete blood cell count) on 
urine examination were normal. 
agai given a trial of sulfapyridine therapy with 
no improvement. Triameimolone, 24 mg. daily, was 
begun on April 7. 

The case is presented for discussion of diagnosis 


and therapy 
Submitted for publication Aug. 7, 1958 
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Discussion 


Dr. Maurice J. Cosrerto: It is an excellent 


case of herpes gestationis. The features brought 


out by Dr. Brodey regarding the Rh-negative 
mother and Rh-positive children, and the associa- 
tion of the eruption only with male offspring, are 
very interesting and have been reported previously 


We are under the impression that the eruption 


disappears following normal delivery, and that. is 


usually the case. In some instances, however, the 
eruption may remain for some time after delivery 

We treated a woman with herpes gestationis 
with Promacetin. She developed hemolytic anemia 
which could not be accurately ascribed to the drug 
and was critically ill for several weeks. She again 
became pregnant and promptly developed herpes 
This 


with rapid disappearance of the eruption. However, 


gestationis. time we prescribed prednisone, 
I recall a patient that Dr. Lewis treated success 
fully with sulfapyridine. 

Dr. Davin Broom: Rh-factor has been 


The 
wrongly blamed for various abnormalities. [| be- 
lieve the herpes gestationis in this patient has 
nothing to do with the fact that the child is Rh- 
positive and the mother negative 

Dr. Grorce M. Lewis: 


has had three pregnancies and 


I have a patient who 
each time has had 
herpes gestationis; there were two male children 
and one female, and there was no difference in the 
eruption. | believe this is one indication for ster 
oid therapy and that large doses are not necessary 

Dr. PAUL Gross : 
istic features of herpes gestationis, consisting of 


This patient showed character 


large, gyrate lesions of erythema with blisters on 
the periphery and in the healed centers. This is 
a picture of pemphigoid rather than that of Duh 
ring’s disease. The beneficial effect of steroids and 
the lack of response to sulfapyridine, as mentioned 
by Drs. Costello and Lewis, would seem to support 
this interpretation of herpes gestationis. Of course, 
a true dermatitis herpetiformis may occur in preg 
nancy, just as other toxic or allergic dermatoses 
are observed. 

Dr. Maurice J. Costetto: | do not think this pa- 
tient has pemphigoid, | think she has dermatitis 
herpetiformis. [| do not have a clear concept of 
pemphigoid unless it is erythema multiforme pemphi 
goides described by Dr. Vandow and me, which 
usually has a subepidermic vesicle and no acantho 
lysis. But I believe pemphigoid is different from 
the bullous eruption of benign character (chronic 
benign pemphigus) consisting of sparse lesions in 
people over 60, which responds to steroids although 
not completely. The latter is a mild, protracted 
disease with a good prognosis, and it lasts as long 


as the patient lasts. It rarely goes on to the com 


J 
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The 


some 


plete picture of pemphigus as we know it. 
patient does not die of pemphigus but of 
intercurrent infection or a preexisting disease. 

Dr. Davin Broom: agree that the term pem 
phigoid should not be applied to the eruption in 
this case. 

Dk. 
patients with herpes gestationis with Promacetin, 
and they responded well 


Maurice J. Costetto: have treated some 
Recently they have re- 
sponded to prednisone, which has fewer potential- 
ities for harm. 

Dr. AprtAN Bropey: As Dr 
the presence of the Rh-negative mother and Rh 


Bloom has stated, 


positive children may be just coincidental, but it 
has been mentioned in the literature, and we should 
take it into account. Also, the fact that the erup 
tion did not occur in the pregnaney which resulted 
in a girl may also be coincidental, but it is worth 
noting. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


Maurice M. Tolman, M.D., President 
Paul J. Catinella, M.D., Secretary 


April 16, 1958 


A Case for Diagnosis: (Lupus Erythematosus ?). 
Davin W. 
Epwtn and Dr. Joun G 


Presented by Dr Ik, Dr 


DOWNING 


A housewife and registered nurse aged 30° has 
had a dermatosis involving the forehead, lips, dorsa 
of the hands, forearms, and chest, since November, 
1957. The eruption appeared on the hands, per 
sisted, and then involved the forehead in December, 
and the upper and lower lips in’ February, 1958 
New 
lesions developed on the upper, anterior aspect of 


March 


patient 


The lesions of the lips are painfully itehy 
the chest in 
The 


cheeks, 


rash on the forehead, 


1956 


had at red 


and forearms in August, This cleared 


in two or three weeks after using a sun-screen 


preparation and avoiding direct exposure to the 


sun. Biopsy at the Massachusetts General Hospital 
was reported as a nonspecific dermatitis. There was 


no dermatitis last: summer 


The patient was seen on Dec. 8 during her third 


pregnancy, and was feeling well 
There are red, sealy, macular lesions, discrete 
both 


dorsa of the 


hands; seat 


and confluent, on the dorsa of 


tered lesions on the forearms, and 


profuse lesions on the anterior, upper part of the 


chest. There are several red, macular patches on 


the forehead, with similar patches on the upper 


and lower lips at the vermilion border. There is 


diffuse scaliness of the scalp, and small, shotty, 


posterior cervical and inguinal nodes 


felt. 


lymph are 


A Case for Diagnosis (Papulonecrotic Tuberculid?). 


Katz. 
Basal-Cell Epithelioma: Superficial Type. Presented by Dr. 
ORLANDO CANIZARES 


Presented by Dr. J. Harry 


A Case for Diagnosis 


Skin?). 


(Lymphocytic Infiltration of the 


Presented by Dr. Ortanpo CANIZARES. 


Chronie Diseoid Lupus Erythematosus of the Eyelid. 


Presented by Dr. CANIZARES 


Sarcoidosis and Tuberculosis. l’resented by Dr. Ortanno 


CANIZARES 
Nevoxanthoendothelioma.  l’resented by Dr. Grorce M 
Lewis 
Poikiloderma of Civatte (Melanodermitis). Presented by 
Dr. 
Folliculitis 


ZARES 


GROSS 


Decalvans. Presented by Dr. Oxtanpo Cant 


Exfoliativa (Malignant Presented by 


Dr. Tuomas N 


Dermatitis Iype?). 


GRAHAM 


Hemorrhagic Presented by Dr 


W. Dovucuerry 


Kaposi's Sarcoma. 


(Melanoma? Pigmented Nevus?). 


Thomas N 


A Case for Diagnosis 


Presented by Dr. (RAHAM 


\ roentgenogram of the chest in October, 1957, 
was normal, and a second one, on April 9, 1958, has 
peripheral blood was negative 
March 11, 
ce 


polymorphonuclear 


not been reported preparation trom the 
Blood cell count on 
1958, showed a hemoglobin of 9.1 g¢m 
blood 12,400, 
neutrophils 62%, lymphocytes 


The 


sedimentation 


per and white cells with 


hematocrit 
rate, 28 


35%, and stab forms 3% 


31%, 
\ study of the 


Was 


and ervthroeyvte mm 


blood on April 7 showed a sedi 
blood cells 


neutrophils 66%, 


mentation rate of 35 and white 


X00, 


with polymorphonuclear 


lympho vtes 27%, 


forms 2%, 


10.5 gm 
\ biopsy from the hand on Mareh 6, 1958, ruled 


band and monoeytes 


The hemoglobin was (07% ) 
out lupus erythematosus and was suggestive of a 
Special 


results 


lymphoma stains were done with ques 


tionable 
Chloroquine (Aralen) was started on March 31, 
1958 This 


Hydrocortamate hydro 


250 me. boa d increased to 


i. d. on April 4 


chloride (Magnacort) ointment was preseribed for 


was 
250 meg. t 
local application 

Discussion 


misinformed 


Dr. Davin W 
about the 


FoLan Jr.: | was 


diagnosis. [| thought the consensus ot 


the pathologists was that it was a lymphoma. | 


have discovered since then that only one or two 


men feel this is a Ivmphomatous process, and the 
others, perhaps 90%, at the Mallory Institute think 
dermatitis 


IIs a nonspecihye 
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Chloroquine was prescribed because she com- 
plained of painful itching of her lips, and she has 
However, 
be due 


improved 30% in the last two weeks. 
she still has anemia. It 
to her last 


may or may not 
pregnancy. She has an elevated sedi- 
mentation rate, 

Dr. Jacop Swartz: | am not surprised that you 
diagnosis of lupus 


may not get a_ pathological 


erythematosus. I do not think this is chronic dis- 
coid lupus erythematosus. If it is that disease, it 
is the acute or subacute type. Or it may vary and 
you may not find a picture of lupus erythematosus 
at all. 


on the cutaneous picture alone. 


I do not think a diagnosis should be made 
This belongs in 
the group of collagen diseases, 

Dr. Exttwoop C. Werse: I should like to re- 
affirm the opinion, if it was expressed, that this 
is a case of discoid lupus erythematosus rather ex 
tensively involving the face, the extensor surface 
of the hands, and elsewhere. This process began 
in the month of August, after exposure to sunlight 

Dr. G, Ropert BALER: There were many abnor 
mal cells in the corium. These cells had a consider- 
able amount of cytoplasm; they varied much in size 
and shape and suggested lymphoma or possible 


mycosis fungoides. Clinically, however, | agree 


that the 
erythematosus 


lesions have the appearance of lupus 
1 should follow this case carefully 
with more biopsies 

Dr. Maurice M. TotMAN: The interesting fea 
ture of the case was the location of the lesions. It 
seemed that there was a greater emphasis on sun 
exposed areas than one sees in the ordinary type 
of discoid lupus erythematosus, whether related to 
sunlight or not, Also, despite the duration there 
were as yet no signs of the atrophy within indi 
that 


in the ordinary discoid lupus erythematosus 


time 
With 


the atypical biopsy and various other findings, the 


vidual areas one would expect. by this 


question arises whether this is lupus erythematosus, 


whether it is light-sensitivity dermatosis or 
whether it belongs in the so-called benign Iyvmpho 
eytic infiltration of the skin described by Jessner. 


\s one sees a number of these cases over the 


years, it is not so much the diagnosis for the 
moment as an approach to the case with regard 
to the future. A careful study of these cases in 
dicates to me that this woman is in potential danger 
and that, whether she has L. E. cells or not, she 
is basically on the road to becoming a case of dis 
seminated lupus erythematosus and should be so 
treated with all care 

Dr. Nevitte Kirscu: Was_ the 
rate corrected for the anemia ? 

Dr. Maurice M. 


ves 


sedimentation 
The presenter says 


Dk. Joseru GoopMaANn: have under my care a 
patient with a similar history and eruption, with 
one interesting exception—imy patient lost her erup 


tion completely during a pregnancy and regained it 
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immediately afterward. suspected a polymor- 
phous light eruption. She has been on chloraquine 
with a relatively unsatisfactory result 

This patient told me she had cleared materially in 
two weeks on chloraquine. My patient did also 
and then stopped, in spite of having taken a dose 
She, 
too, started with a transient dermatosis during the 
recurred the 


every day for a period of about six weeks. 


summer; it cleared spontaneously, 
next summer, cleared during a subsequent preg- 
nancy, and recurred after termination of the preg- 
nancy in the fall. She also has had two negative 
after. 

Dr. Harry | 
consider this subacute disseminated lupus erythema 


tests, one before her pregnancy and one 


should be inclined to 
tosus in contradistinction to the benign lymphocytic 
infiltration of Jessner, or lymphoma. What is the 
Should 


al me, or 


consensus as far as therapy is concerned ? 
it be antimalarial drugs alone, steroids 
both ? 

Dr. Howarp S. YAFFEE: There are two state- 
ments that David Earle of 
Northwestern well-known 
renal physiologist and clinician, has studied biop- 


should be made. Dr. 
University, who is a 
sies in cases of early subacute lupus erythema- 


tosus in cases in which there was very little to 
show by gross renal studies. The biopsies may re 
veal significant changes before any are clinically 
evident. 1 should like to hear what Dr. Patterson 
might have to say on the subject of steroid treat- 
ment for patients who have no clinical renal dam 
age. There is clinical evidence, as far as I know 
still mainly unpublished, that in cases of subacute 
lupus erythematosus treated with steroids, when the 
drug is stopped a rebound phenomenon may occur, 
which may be accompanied by a higher ineidence 
of renal damage and a fatal course 
Dr. Hersert Mescon: Drug therapy should not 
be continued over long periods without adequate 
and clinical check-ups. On the other 
withhold 
( Atabrine ) -chloroquine 


treatment of discoid and systemic lupus erythema- 


laboratory 


hand, if we steroids, the quinacrine 


group of drugs the 
tosus is our only other method of drug therapy 
that seems to have some beneficial effect 

Dr. ArtHuR B. Kern: We 
flat statement as to which drug should be used in 


cannot make any 


the management of disseminated lupus erythema- 


tosus; each case must be individualized. In the 


subacute form I believe the antimalarials play a 

very valuable role. In the severer cases, however, 

we should rely upon steroids 
Dr. C. Wetst 


rect when he says this patient is in 


Our chairman is cor 
a potentially 
dangerous situation. However, a diagnosis of acute 
disseminated lupus erythematosus cannot be made 
| think Dr. Yatfee said a great deal when 
kidney 


Many of our deaths in the acute dissemi 


as yel 


he spoke of the early damage in these 


Cases 


; i 
= 
4 
i 
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nated cases are uremic. This would be absolutely 
the wrong time to use steroids in this case. We 
can revert to the advice of Haserick, who said 
that, in this phase, bed rest, liver injections, and 
probably the antimalarial drugs are in order, and, 
subsequently, watch your case. 
Dr. Nevitte Kirscu: Years 


dermatologists taught that in chronic discoid lupus 


ago the older 
erythematosus it was safe to give bismuth, gold, 
Mapharsen, and all accepted remedies but warned 
against using any hepatotoxic or renal toxic drug 
in the disseminated, subacute, or acute systemic 
phase. The same principle should apply to. this 


case, and [should not use any antimalarials in 
this or any other case in which there were systemic 
repercussions. 1 think bed rest and even steroids, 
if necessary, would be more apropos in this case. 

Dr. Herpert Mescon: There was a report of 
about 350 cases, | believe, in the Annals of Internal 
Medicine about six months ago from a California 
group They divided the cases into those 
treated by steroids in one group, by quinacrine in 
another, by chloroquine, or by combinations of the 
two. Studies on hepatic and renal function, and 
correlation with 


autopsy carried 


out. It was their impression that systemic lupus 


findings were 

erythematosus should be treated by the quinacrine- 

chloroquine group unless these compounds failed, 

then by steroids, 

Dk. Paut J. Catinetta: I should like to add 
that I consider the use of a sun-screening agent 
to be a very important adjunct to the management 
of discoid erythematosus 


Recurrent Purpura (Dermatitis Medicamentosa? 
Waldenstrom’s Purpura?). 
Mauray J. 


\ man aged 37 has had an eruption on the legs 


Presented by Dkr 


for one year. There have been recurrent episodes 


at two- to three-week intervals, better over week 
ends, limited chiefly to the lower extremiteis 

A fine, purpuric eruption is present 

Sections revealed slight surface hyperkeratosis, 
and a thinned stratified squamous epithelium with 
basement) membrane. the 


intact upper corium 


there was a diffuse scattering of red blood cells 
with a minimal infiltrate of an occasional lympho 
cyte and eosinophil in the surrounding connective 
tissue. There was some seattering of foci of 
macrophages, an oceasional plasma cell, eosinophil, 
and lymphocyte scattered throughout the under 
lying corium. There was no evidence of periarteritis 
in the sections examined, even though the foci of 
inflammatory cells in some areas was perivascular 


blood 


Purpura con- 


Evidence of diapedesis of red and white 


cells was noted in areas. Diagnosis: 
sistent with that described by Waldenstrom 


There was a normal electrophoretic pattern 


Total serum proteins were 7.2 em. per 100° ce., 


with albumin 4.0 em. and globulin 3.2 gm. The 


erythrocyte sedimentation rate was & mm. 


Discussion 


I did not know what 


purpuric, infiltrated. | 


Dr. WALTER Lopirz JrR.: 
it was. The 
could not see any specific infiltrate in the biopsy 


lesions were 


specimen, which, however, was not taken very 
deeply. To me the morphology is that of a diffuse, 
infiltrated purpura. Multiple causes must be worked 
out. 

Dr. Maurice M 


a specific purpura was described by 
Dr. Howarp S. Yarret 


I was not aware that 
Waldenstrom 
In macroglobulinemia 


‘TOLMAN: 


of Waldenstrom there are deposits of a protein 
substance which is PAS-positive in the cormum 
in the one case which | studied with Dr 


Hospital in Ann Arbor. 


at least 
Donald Korst at the V. A 
Dr. Maurice M 


stain 


ToLMAN: But not with the 
routine 
Dr. Howarp S. Yarren: Not as far as | know 
without this special stain 
Dr. E 
this being orthostatic 


Mytrs STANDISH: One has to think of 


purpura, because when hie 


is in motion during weekends, tending to his 


farm, he seems to inprove, whereas during the 


week when he works in more or less of a stationary 
standing position, operating a machine, the purpura 


worsens 


Dermatitis Herpetiformis. I’resented by Dr. A. A 


SOLFER 


A man aged 36 has a dermatosis of 13° years’ 


duration involving the face, sealp, neck, upper 


chest, arms, shoulders, sacral area, and upper part 
of the buttocks. It began in 1945, while he was on 
with the UU. S. Navy, and 


spread to the present areas, accompanied by severe 


shipboard gradually 


pruritus. There have been remissions and flares 
without complete clearance of the eruption, and 
he has had two admissions to the | S. Naval 


Hospital, Newport, for enlarged Ivmph nodes 


of the neck and inguinal region, accompanied by 


fever. In 1951 he spent four months in the “nerve” 
ward at Cushing \ \. Hospital for nervous 
breakdown, with some improvement of the derma 


tosis, but the severe pruritus persisted 


There are numerous excoriated, erythematous, 


papular lesions, seattered and grouped, followed 


by pigmentation and atrophic roughly 


( 


SCAarrinyg, 


svmmetrical, with involvement over the 


scapular and sacral triangles and upper part of the 


trunk. He has shown no vesicles since Jan, 7, 1958 
when he came under my observation 
Biopsy from the upper part ot the back on 


March 1, 


dermatitis with ulceration and perivascular inflam 


1958, was reported as nonspecitse 


mation 
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Treatment has included sulfapyridine, 2-4 gm. 
prednisone (Meticorten), 10-20 mg. daily; 


daily ; 
(Kynex), 1 daily ; 


formula, 


sulfamethox ypyridazine gm. 


vitamins, therapeutic four capsules 
daily ; chloral hydrate capsules; diphemanil tablets 
(Prantal Repetabs) ; meprobamate. Topically he 
has had potassium permanganate baths; predniso 
lone (Meti-Derm) and neomycin ointments, men- 
thol-phenol shake lotion, Neosporin ointment, 
diphemanil cream, cutamiton (Eurax) cream, with 
moderate relief but an immediate flare upon ces- 
sation of therapy 

The patient is presented for advice concerning 


further management 
Discussion 
Dr. A. A. Sorrer: | should like to have the fol 
lowing points considered: What is adequate sulfa- 
have had this patient on 4 
What 


second-best drug in this disease? A biopsy specimen 


pyridine therapy? | 
gym. a day for weeks without effect is the 
was obtained from an early lesion, and what you 
see in the Inopsy is not dermatitis herepetiformis. 
How often do we find that the biopsy does not 
comeide with the clinical impression in this disease ? 
This patient responds promptly to steroid therapy. 
Has anyone attempted to control the process with 
steroid therapy alone ? 

Dr. Harry think 
the older methods of treatment should be abandoned 


felt, too, that 


| do not many of 


for newer ones, such as steroids. | 


clinically this was a case of dermatitis her 
should suggest, first, arsenic the 
acid 1%, 
cc, sterilized and given intramuscularly, starting 
with 


and 0.75. 


petiformis. | 


form of arsenous phenol 2%, aqua 30 
for two days, 0.5. ce 


the 30 ce 
will vet oa 


for two day Ss, 


until are used. In many of 


these favorable 
Secondly, | 


manin), an old 


cases) vou response 


should like to suggest suramin (Ger 


drug used sleeping sickness 


but for some reason effective also in) dermatitis 


herpetiformis; OS gm. ampules are obtainable from 
Madison New York. | 


intramuscularly twice a 


Luister Chemists 


would give 0.2 em week 


for a total of 6 em. | have had cases of dermatitis 


herpetiformis that responded very well) to this 


treatment 
Dr. Maurice M. 
that 


‘TOLMAN There are other 


things make people iteh besides their skin 


and their rash. In this case we have documented 


evidence that in 1951 the patient spent four months 


in the “nerve” ward. In the hospital his dermatosis 


somewhat, but the severe pruritus per 


sisted, There is no question whether this man has 


classic dermatitis herpetiformis or an atypical form, 


He also has a superimposed neurosis—not neu- 


rodermatitis, but a neurosis. Therefore, to take a 


person like this and treat his skin, rather than 


the whole man, and particularly wath dangerous 
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drugs like arsenic and a very dangerous drug like 
suramin, I think is pushing the attempt at therapy 
well beyond the need of the person. 

None of us will deny that uncomplicated der- 
matitis herpetiformis will respond fairly or very 
well to sulfapyridine. When it does not respond a 
similar drug, such as diamine or diphenylsulfone, 
which is within relatively safe limits, should be 
tried, If it still does not respond, it becomes a 
question of evaluating the person as a whole and 
not the diagnosis alone. 

Dr. Artuur B. Kern: Dr. Tolman was probably 
intimating this, but to complete the record I should 
like to raise the possibility that we are not now 
herpetiformis. He 


dealing with dermatitis 


have had that disease in the past, but certainly 


may 


today | would not call it a typical picture by any 
means. All | 
| should 


could) see were excoriations, and 


suggest the diagnosis of neurotic ex- 
coriations. 


back I 


presented a patient at one of these meetings with 


Dr. Josepn GoopMAN: years 
a diagnosis of dermatitis herpetiformis, particularly 
because she had failed to respond to sulfonamides 
She had taken sulfapyridine until her blood level 
100. ce. 
an excellent response to steroids, but that therapy 
Then it 


was 8&8 mg. per Subsequently, she showed 


unfortunately precipitated a depression 
became apparent to me that we were dealing with 
She still has 
coriations, and [ think now after eight years she 


neurotic excoriations, neurotic ex- 
still presents the same picture she did at. first 
extensive, symmetrical cutaneous lesions which are 
excoriations and nothing else. 

In response to Dr. MeCarthy’s remarks, perhaps 
we can all agree on one thing about psychogenic 
factors in relation to skin diseases: everything that 
itches, and a certain number of things which do 
not itch, are strongly influenced by the patient's 
psychic state, even though they may not have been 
think 


very few things for which we can say much more 


caused by the psychic. state. | there are 


than that 


Nummular Eczema (Forme Fruste Dermatitis 
Herpetiformis? Dermadrome Described as 
“Atypical Dermatitis Herpetiformis Asso- 
ciated with Ulcerative Colitis”?). Presented 
by Dr. Howarp S. 

\ man aged 34 has had an eruption on the 
extremities and trunk since 1947. The patient had 

1045, 


He has had bouts of diarrhea 


“colitis” (Camebic?) in Panama in treated 


with emetine. with 
blood and mucus since, and the question of ulcerative 
colitis was raised in 1947, At that time he developed 
a dermatitis involving the wrists, arms, and upper 
chest which was diagnosed as poison ivy and treated 
The 
cruption became chronic, vesicular, and quite gen 


Cushing V. A. 


with poison ivy extract, with worsening. 


eralized. He was hospitalized at 
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Hospital and a diagnosis of dermatitis herpetiformis 


The 
eruption remained clear until 1949 when a recur- 


established with control on sulfapyridine, 
rence was again controlled, though more slowly, 
sulfapyridine at Cushing V. A. 


(uestionable noted, but 


with Hospital. 


liver damage was this 
cleared. Chlortetracycline (Aureomycin) was given 
with dramatic results. In 1951, he was admitted 
to the Manchester V. A. Hospital 
“nephritis” which cleared. In October, 1957, there 


cheek 


treated 


with acute 


vesicles on the and 
This 


the eruption has 


was a recurrence of 


hand, diagnosed as poison ivy was 


with zine oxide ointment, but 
persisted up to the present 

There are coin-shaped, vesicular patches with 
crusting and weeping on the buttocks, legs, and 
Wrists 

In 1949, all laboratory data were “within normal 
limits” except for 6% eosinophilia, and an initial 
which, when 
Patch test 


50% potassium iodide in petrolatum was negative 


sulfobromophthalein retention of 27%, 


repeated, was 2% at one hour with 


Biopsy in that vear was “consistent with dermatitis 
herpetiformis of the erythematous pustular type.” 


There has been systemic treatment since 


chlortetraeyeline was given; locally he has had 


wet dressings, topical application of steroids, and 


iodochlorhydroxyquin (Vioform), without impres 


sive change. The colitis flared in the third week 


and 


February was followed by spreading of 
his eruption 
Discussion 
Dr. BERNARD first saw this young man 


in 1949. At that time I felt 
doubt about the diagnosis of dermatitis herpetifor 
mis. At. that 
colitis and 


there was not much 


time he also had the problem of 
both 
\ number of obscure general manifesta 


there was a series of attacks of 
disorders 
which 
Which precedes 
that the 


There 


tions are associated with colitis, some ot 


are dermatitis herpetiformis-like 


which? I do not know. [ suspect gastro 


intestinal disturbance first. must be 


starts 


some sort of indirect 


relationship to the other 
pyogenic, destructive, hemorrhagic types of lesions 


which are associated with ulcerative colitis. In 


1949, chlortetracycline was just about reaching its 


height, and To admit that | probably gave it then 
for conditions for which | knew nothing else to 
do. Much more to my astonishment than to his, 


after a moderate course of chlortetraeveline this 
patient’s dermatitis herpetiformis cleared after five 
weeks 


Now he has 


defimtely related to the dermatitis herpetiformis 


other lesions which | think are 


Those peculiar moist, round, disk-like, oozing areas 


of dermatitis that are called “nummular eczema” 
and the localized areas of more actively acute, 
inflamed lesions that look almost as though they 


are going to develop into foci of pyogenic infection, 
are probably part of this entire picture. | should like 
to know the common denominator to all of these 
When this 


strange disease | suspect you will be able to answet 


you have completed your study of 


many questions regarding the relationship of these 
peculiar, obscure manifestations 
Dr. ALFRED article, 


HOLLANDER: In recent 


Pyoderma Gangrenosum with an Unusual Syn 
drome of Ulcers, Vesicles, and Arthritis, by S 
Ayers Jr. and S. Ayers II] (A. M. A. Arcu 


DrerMar. 77:269, 1958) the authors emphasize the 
that the 
broadened. feel 


pyoderma gangrenosum 


that 


fact concept of 


has been this case belongs 

in that 

Lichen Planopilaris (Pseudopelade). 
by Dr. Mauray J. Tyt 


A man aged 36 complains of an 


group 
Presented 
itchy eruption 
of several months’ duration on the sealp. There 
profuse, generalized eruption consisting of 
Patchy 


site of previous hyperhidrotic papules 


IS ia 


lichenoid) papules alopecia is seen at the 


Biopsy showed an intact stratified squamous 


epithelium which was thinned at the periphery ot 


the sections. There was some washing out of the 


basal layer with vacuolation, There was no evidence 
thinning 


ef atypicality. of the epidermis, but a 


absence of the granular layer im areas was 


The 


layer showed a dense infiltrate of lymphocytes and 


and 


noted underlying corium ino the peripheral 
macrophages and 
There 


the epidermis in 


mononuclear cells with some 


some contamimng brown, granular pigment 


was fairly normal thickness of 


the central area, and a foeal distribution of lympho 
evtic and mononuclear-cell infiltrate, primarily 
perivascular 


blood 


cephahn flocculation 


The urine examination was normal, white 
cells numbered 7,700, and the 
was | 

Treatment has consisted of chloroquine Aralen) 


and Plaquenil 


Discussion 
Dk. Bernarp Appen: This case is characteristic 
of the disease, particularly because we see here 
the lichen planus-lke lesions simultaneously 


follicles. This 


two otherwise 


the pilaris-like lesions of the hain 
points up the relationship of these 
apparently unrelated conditions, making one entit 
lichen planopilaris 

This 


have two separate coexisting entities, lichen planus 


Dr. FRANCESCO RONCHES# patient ma 


pilaris and pseudopelade. Lichen planus of the 


scalp is very rare, while it is very common on 


the body. If lichen planus was the cause of this 


patient's pseudoplelade one should see the actual! 


lesions or the well-known sequelae, the transient 


hyperprgmentation. None is present in this case 


Dr. Maurice M. VouMAn: There was still con 
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The 

me 


siderable erythema, and it seems to me that a well- 


established pseudopelade would be pretty well 
whitened out by this time, whereas it seems there 
is considerable activity. | wonder if this has any 
sigmihicance 
Dr. ALFRED 


has a pseudopelade-like eruption of the scalp rep 


HotLANbER: believe this patient 


resenting lichen ruber planus. Isolated lesions of 
lichen planus of the scalp are rare. It was described 
in the English and German literature at the be 
ginning of this century. 
Dr. Harvey B. ANSEL 


pelade is the end-stage of various diseases. I agree 


To my mind, pseudo- 


with the diagnosis of lichen planopilaris in_ this 
case. The pseudopelade, so-called, was caused by 
involvement of the hair follicles by lichen planus, 
which resulted in atrophy and permanent alopecia 
\trophic lichen planus may be seen on glabrous 
skin 


About a 


dition of 


year ago | saw a woman with a con- 
like this. Within 


a year she developed follicular lesions of chronic 


the sealp very much 


discoid lupus erythematosus. The diagnosis was 


confirmed by biopsy. Did the patient have pseudo- 
pelade originally, or did she have lupus erythemato 
sus of the scalp that resulted in atrophy ? | believe 
both patients had pseudopelade, one resulting from 
lichen planus and the other from lupus erythemato 
SUS 

Dr. Josep GoopMAN: was gomg to confirm 
what Dr 
activity 


Swartz said about the persistence of 


on the scalp. I, too, have followed one 
patient over a good many years, perhaps 15, and 
when [| saw her last she still had progressive hair 


loss 


As for the difference between pseudopelade and 


this type of hair loss, | do not know of any way 


of distinguishing the two, | think this is pseudo 
pelade, and pseudopelade is lichen planopilaris with- 
out cutaneous lesions elsewhere than on the sealp. 
\nsell’s 


patient with lupus erythematosus, that is another 


In answer to) Dr comments about the 


matter, Not every atrophic process is pseudopelade ; 
pseudopelade is atrophy of unknown causation. It 
is not otherwise classified, whereas your patient, 
| should think, first had discoid lupus erythemato 
sus confined to the scalp. 
Dr. Harvey B. ANseti: When IT saw her it 
could not be ditferentiated clinically. That is’ the 
IL was trying to make 
Dr. Warrer C. Lopirz We have been teach 


ing that 


pseudopelade is) the searring stage of 


folliculitis decalvans, but we also have searring 


alopecia trom Jupus erythematosus, lichen planop 
ilaris, ete, We do have these other scarring 
alopecias 

Dr. Maurict 


the concept as, but it 


M. Totman: | do not know what 
varies. | was taught that 


pseudopelade arises de novo and that you see it 
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that way without any preceding signs. It may 


be progressive, but the area you see is already 
fully established, whereas folliculitis decalvans and 
all the other things that go with it have an active 
process which went with a cicatrizing alopecia. 
But pseudopelade arises de novo 

Dr. Atrrep [| am sorry IT used the 
term “pseudopelade-like eruption” inadvertently. 1 
wanted to state that the condition of the scalp 
is not pseudopelade because in that entity there is 
absence of sealing, and 


inflammation, redness, 


crusting. I feel that from the clinical viewpoint 
this case is one of lichen ruber planus. 

Dr. FRANCESCO RoNcHESE: I should like to ask 
Dr. Hollander if in his survey of the literature 
he has found cases of lichen planus of the scalp 
without loss of hair. 


Dr. Herpert Mescon: On the basis of the work 
Dr. Strauss has done, the pilosebaceous apparatus 
can react in a limited number of ways, some of 
which are an inflammatory reaction, a cessation of 
Some of 


hair growth, and a= scarring reaction. 


these reactions are some 
Until we 


that the end-result is the same does not mean that 


temporary, permanent 


get at the etiology of these, the fact 
it may or may not be due to the different causes 
If we want to classify these on the basis of what 
their end-result is, that is fine, but let us realize 
that all these may be the same process or different 
processes, just in varying degrees of severity and 
at various stages. 

Dr. Wacrer C. Lopirz JR 
call this pseudopelade when we do not 


Do you suppose we 
have the 
opportunity to observe the primary lesion? 
Dr. Maurice M. TorMan: | 


hedging us too close to a wall. If you see alopecia 


think you are 


there, scarring, it is a question of what you see 
brick at. the 
definite 


The child may have been hit by a 


age of 2 years, but this has % pattern 
as a rule. It proceeds in a longitudinal manner. 
a certain type of smooth atrophy, the border ot 
the skin is normal and the outside layer is normal, 
and nobody sees any inflammatory process at the 
examination, That fits a climeal 


time of picture 


To be sure, some day somebody will go back 


and show us something, but for the moment for 
the purpose of classifying it and offering prognosis 
and treatment, it is much better to say that this 
falls in the category of pseudopelade. “Save your 
self trouble, forget about this. There is nothing 
we can offer.” That is better than to start treating 
with chloroquine or something like that on the 
supposition it is an active process 

Dr. Bernarp Apret: | should like to add some 
thing to your excellent morphological description 
the first thousand cases | saw all had little irregular 
tufts of apparently normal hair which encroached 
around the periphery of the atrophic areas, and 


so there was a sort of irregular pattern; there 
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is also characteristically a peculiar, almost abrupt, 
slight depression at the border between the normal 
skin and the white, atrophic area. 

In my opinion, whether the patient is 30 or 80, 
We have an obligation to 
treat a patient if we can do so in a_ reasonably 


we should treat him. 
safe manner. If it were my choice, I should send 
this man for cathode-ray therapy. 
Dr. Maurice M. ToLMAN: That is exactly what 
I wanted to add. 
Dr. Paut J 
lead to further confusion about the term “pseudo- 


CaTINELLA: This will probably 


pelade.” The French apparently take the term very 
seriously, and there is a classic textbook of about 
300 pages on pseudopelade, [| think by Broeq. I 
do not know whether you will know any more when 
you get through reading it than you did before. 
A Case for Diagnosis (Localized Solid Edema). Presented 
by Dr. J. 
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Actinomycosis. [’resented by Dk. Geracp Ma 
CHACEK. 
A white boy aged 11 suffered a severe attack 


of Shigella flexner dysentery at the age of 3% 


years. He recovered after several months with 


supportive treatment and many antibiotics. An 


infected submental cyst was noted at this time, and 
it was said to have been present since the age ot 
one year. At the age of 5 years the patient had 
acute generalized fibrinopurulent peritonitis and 
bilateral pleural effusion of unknown cause. Ex 
ploratory laparotomy failed to reveal the cause 
of the peritonitis, which was followed by an ab 
dominoperitoneal fistula. Staphylococcus pyogenes 
var. aureus was cultured from the peritoneal 
exudate. 

After a venous “cut-down” an ulcer developed on 
the left ankle. This healed slowly. Meanwhile, in 
mid-1954 


have persisted until the present. Pulmonary disease 


cervical abscesses appeared, and these 
pleura persisted, 
despite administration of (INH) and 
(PAS) Feb. 12, 1954, 
to Jan. 17, 1955. In 1955, lobectomy of the right 
middle lobe was performed. The pathology was 
that of 
and a tentative diagnosis of miliary tuberculosis 


of the right middle lobe and 


isoniazid 


aminosalicylic acid from 


a tuberculoid granuloma with caseation, 


was made. Geotrichum candidum was cultured from 


material obtained by bronchoscopy. A chronic 


osteomyelitis of some duration of the right mandible 
was noted, 


Submitted for publication Aug. 18, 1958 


Nevus Unius Lateris. Presented by Dr. Paut J. CATINELLA 


Induratum? Erythema 


Presented by Dr 


A Case for Diagnosis (Erythema 
Nodosum? Nodular 
Mauray J. Tye. 

A 


Gr 


Vasculitis ?). 


Presented by 


e. Erythema Nodosum. 
Dr. GEORGE SCHWARTZ. 

Mycosis Fungoides. Presented by Dr. Paut J. CAatinetra. 

A Case for Diagnosis (Sarcoidosis? Silica Granuloma of 
Eyebrow?) Presented by Dr. A. A. 

Idiopathic Presented by Dkr 


APPEL. 


SOLFER 
Atrophoderma. BERNARD 
Presented by Dr. Davin Foran 
Mauray J. Tye 


Kaposi's Sarcoma. 
Monilethrix. [l’resented by Dr 
Dysfunction of 


Paut J 


Premycosis Fungoides. Lipoproteinoses. 


Cerebellorubral Pathways. resented by De 
CATINELLA, 

A Case for Diagnosis. (Lichen Planus? Prurigo Nodularis?) 
Presented by Dr. Wittiam Wott 
(Lichen Sclerosus et 

Obliterans?). 


A Case for Diagnosis. 
Balanitis 
SIDNEY ALLMAN. 


Atrophicus? 


Xerotica Presented by Dr 


Granuloma Annulare. Presented by Dr. Georce ScuWARTZ 


Nevus Unius Lateris. Presented by Dr. G. Roserr Barer 


In 1954, 


cervical abscess revealed a branching, 


examination Of smears pus from a 


fine, filamen 
tous mycelial structure, which identified as 
(?)Nocardia or 


tempts to culture organisms from open and closed 


Was 
Actinomyces bovis. Repeated at 
cervical abscesses which developed and flourished 
while the patient was receiving INH, PAS, various 
sulfonamide drugs, and antibiotics were unsueccess 
ful until all drugs were withdrawn for two months 


\. bovis 


grew on culture of pus aspirated on Nov. 4, 


hamsters 
1957, 


from a cervical abscess. Since that time the patient 


which was pathogenic for 


has taken sulfadiazine, 0.5 em. four times a day, 


and erythromycin, 200 me. four times a day, and 
no new abscesses have developed 

A roentgenogram of the chest on Dee. 17, 1957, 
right lower 


the dia 


pathology ot the 
the right 


showed pulmonary 
lobe and eventration of leaf ot 
phragm 

The patient is a well-nourished child who does 
not appear to be acutely ill. On his neck are sears 
both 


mandible. There is a scar in the sternal notch 


and residua of abscesses alone rami of the 
abscesses 
1957, 


bovis was demonstrated. The erythrocyte 


Repeated cultures from the cervical 


revealed only S. pyogenes aureus until Nov. 4, 
when A 
sedimentation rate has been persistently elevated, 
100 mm. to 56 mm. per hour. There has been a 
persistent hypochromic anemia with frequent ele 
vations of the white blood cell count to 18,000 


Mantoux tests: 


October, 1950, negative; July, 


1952, negative; April 9, 1954, positive in a dilution 
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Le 

—— 

: 


of 1:100; April 26, 1956, negative in a dilution of 
1 :1,000 
(Reference: Holm, P.; Studies on the Etiology of 
Human Actinomycosis: 1. The Other Microbes of 
Actinomycosis and Their Importance, Acta path. 
et microbtol. scandinav’, 27 :736, 1950.) 
“Examination of pus has been undertaken from 
approximately 650 patients with closed actinomy- 
cotic lesions containing anaerobic microbes of the 
Actinomyces groups. These microbes were not en- 
countered in pure culture in the pus from a single 
one of these patients but were in all cases ac- 
companied by other microbes, This finding is not 
in agreement with the hitherto accepted views re- 
garding the etiology of actinomycosis, that) an 
aerobic ray fungi alone are the cause of human 
actinomycosis. The following hypothesis has there- 
fore been put forward: 
“The actinomycotic 
combined infections which arise through a syner- 
vism between anaerobic microbes of the Actinomyces 


diseases are multiple or 


groups and certain ‘other microbes’ (B. Actinomy- 
cetum cometans, various anaerobic Gram-negative 
bacilli, diverse anaerobic streptococci and several 
others ). 

“Further investigations should be entered upon 
or abandon the advanced 


in order to support 


hy pothesis 
Discussion 


Dr. Grorce M. Lewis: It is important to con- 


treatment for some time after apparent 


A combination of antibiotics together with 


tinue 
cure 
supportive measures is usually effective, provided 
they are used over a long period. Does the presenter 
believe the pulmonary lesions are due to the organ- 
ism found? Geotrichum is generally considered to 
he a saprophyte. 

Dr. NorMAN A. Parrorr (by invitation): We 
attempted 100 or more cultures, and every time 
the patient had been on antibiotics, including the 
antituberculosis drugs, and that was apparently the 
reason. It was not until all chemotherapy and anti- 
biotics were withdrawn for about two months 
that A. bovis vigorous enough to survive on culture 
was obtained, seven years after the onset of illness. 

Dr. M. J. 
drugs in the treatment of actinomycosis is penicillin, 
but it must be administered in large doses—5,000,- 
units daily. late Dr. 
Benson Cannon gave such doses to a patient with 


CosteLto: One of the most effective 


Seven years ago. the 
this disease, with great success, 

Dr. Geratp FL MACHACEK: 
points have been brought out 


Most of the im- 
portant the long 
duration, the difficulty in making a precise eval- 
uation, the facet 


influence it, on the one hand, and that even anti- 


that so many antibiotics can 
tuberculosis drugs can influence the mycotic infec- 
We do not know. the 
infection. We perhaps not 


tion, on the other. source 


of the have gone 
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thoroughly into the question of carious teeth. My 
attitude is that the infection is not exogenous but 
endogenous. The child had a lobectomy, and Dr. 
interested because of his 


and I became 


miserable condition. He has improved, but I do 


Parrott 


believe that much more intensive therapy is re- 
The tuberculin negative. An 
acid-fast rod found, and for that 
was first thought to be miliary tuberculosis by the 
people taking care of him at that time. Both from 


quired, tests were 


was reason it 


my experience and from the literature it is not 
unusual to have cases of actinomycosis that are 
suggestive of tuberculosis 


exceedingly or gum- 


matous lesions, and there may be concomitant 
infection by other organisms. That may well be 
the reason why poor results are obtained with 
so-called specific therapy, because one deals with 
a multiplicity of organisms that may not react 
to one antibiotic. An organism commonly found is 
Bacillus actinomycetum comitans. In a large series 
of closed lesions, another organism besides A. 
bovis was found in each, on culture. 
Trichophytosis (T. Rubrum), with Dermati- 

tis Herpetiformis-like Dermatophytid. Pre- 

sented by Dr. Greorce M. Lewis. 

A 55-year-old administrator has had an eruption 
on his feet for During the 


subject 


many years. past 


two he has been to irregularly 


spaced vesicular and scaly eruptions over the but- 


years 


tocks and on limited parts of the extensor surfaces 
of the arms and legs. This usually is symmetric. 
There is considerable pruritus. Antimycotic treat- 
ment during the past year has been temporarily 
effective. Cultures from feet and buttocks revealed 
Trichophyton rubrum. A blood cell count showed 
4,200,000 red blood cells and 7,200 white blood cells, 
with 10% eosinophils. 
formed. 


Biopsy has not been per- 


Examination shows the typical red, scaly, deline- 
ated eruption of the feet and porous yellow toenails. 
There are pigmented and scaly remnants of an 
eruption on the buttocks and on the knees and 
elbows. 


Discussion 


Dk. Grorce C. ANpRews: It might be appropriate 
to mention that Dr. Lewis suggested that we look 
for T. rubrum from the feet of a patient with 
eosinophilic granuloma that we presented, and we 
found the organism there, although we could not 
grow it from the lesion itself. 

Dr. FRANK FE. Cormta: Dr. Lewis is to be con 
gratulated for thinking of a fungus in these lesions 
on the buttocks. I must admit that the possibility 
of fungous disease did not occur to me. 


Dr. M. J. 


with even a more striking simulation of dermatitis 


CosteLto: We have presented cases 


herpetiformis. Tolmach, about 20 years ago, re- 
ported a number of cases of a vesicular eruption 
simulating dermatitis herpetiformis in patients with 
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T. rubrum infections, and we have seen a dozen 
such types at Bellevue Hospital and in private 
practice, The resemblance is so striking that the 
generalized eruption caused by T. rubrum looks 
more like dermatitis herpetiformis than dermatitis 
herpetiformis itself! This case is not quite as 
suggestive, but nevertheless it is a good example 
of a true T. rubrum infection. This type responds 
well to Whitfield’s, anthralin, or chrysarobin oint- 
ment. 

Dr. A. C. indebted to Dr. 
Lewis for a lot of things, but especially for show- 
rubrum 


Crpottaro: am 


ing so many clinical manifestations of T. 


infection. Tonight he has demonstrated another 
variety. 

Dr. Georce M. Lewis: Perhaps biopsy will help 
to determine the nature of the eruption, and a 
further effort will be made to secure one. 
Cold Urticaria. Presented by Dkr. 


NELSON. 


Car. T. 


A Negro woman, aged 44, is presented from the 
Vanderbilt Clinic, complaining of hives following 
exposure to cold, of 10 months’ duration. 

About one year ago the patient noticed that the 
skin about her eves was beginning to darken. 
In June, 1957, she noted urticaria for the first 
time. At 


an 


touched 
burning 


this was only when she 


Later 


first 
object. she developed a 
sensation in the mouth and tongue whenever she 
drank drink. 


with cold caused so much edema of the 


ate or cold food or Finally, any 
contact 
exposed parts that the patient has been unable to 
leave her house during the past few months. 
The patient’s health has been generally good with 
the exception of excessive menstrual flow nine 
years ago. She had a laparotomy at that time with 
1952, she had an 


episode of painless gross hematuria which ended 


removal of ovarian cysts. In 


spontaneously. No cause for this was found at 
another institution where she was treated. 
Application of ice to her skin is followed by 
the development of a typical hive. There is in- 
creased pigmentation of the periorbital skin. 
Serologic tests for syphilis, including — the 
Treponema pallidum immobilization test, were neg- 
ative. A complete blood cell count was normal, but 
the sedimentation rate was 35 mm. in one hour 
The 


serum cryoglobulins ; L. 


following tests were negative or normal: 


E.-cell preparations ; latex 
erythematosus; — cold 


fixation test for lupus 


agglutinins; Rosenbach test for cold hemoglobin- 


uria; direct Coombs’ test; urinary 5-hydrox yindole 


acetic acid; serum protein electrophoresis, 
Intradermal injections of mecholyl chloride failed 
to produce pruritus or urticaria, but injection of 
histamine reproduced the patient’s symptoms. These 
terminated by injection of 
transfer (P. kK, 
successfully achieved with the patient’s serum. 


were easily aqueous 


epinephrine. Passive test) was 


1.012; 
albumin, 2+-; glucose, 0; 25-30 white blood cells 


Urinalysis showed a specific gravity of 


and 1-3 red blood cells per high-power field. Culture 
of the urine produced Aerobacter aerogenes. The 
fasting blood sugar was 104 mg., and the blood 
urea nitrogen 13 mg. per 100 cc. X-ray examination 
of the 
pyelograms were normal. Esophageal fluoroscopy, 


chest and intravenous and retrograde 


using iced barium, revealed no narrowing of the 


lumen or slowing of peristalsis. The stool was 
negative for ova or parasites 
The patient was given 1-benzyl, 2-methyl, 5 


methoxy tryptamine hydrochloride (B. A. S. Merck, 
a specific antimetabolite for serotonin) in doses of 
400 mg. daily. This produced at least a 75% in 
crease in her ability to tolerate cold. Because of 
excessive sleepiness and dizziness on this large dose, 
it has been gradually lowered to 100 mg. daily 
In the past two weeks the patient has also been 
given chlorpheniramine (Chlor-Trimeton) (16 mg 
daily). She is still much less reactive to cold than 
she was before treatment 


Discussion 


ANDREWS: It is very interesting 


Nelson has 


Dr. Grorce C 
that Dr. 
serotonin drug and that it has been beneficial. | 
have been impressed with the fact that cold urticaria 
and urticaria due to actinic radiation is often due 
to lack of 


case as one of menopausal changes. | 


been using the new anti 


estrogens, and should regard this 
should sug 
gest a Papanicolaou smear, and, if the gynecologist 
approves, should recommend estrogenic hormones, 
which | think would cure her 

Dr. FranK E. Cormia: [ was not aware that 
serotonin was important in the genesis of urticaria, 
and should be interested to know why Dr. Nelson 
gave an antiserotonin preparation 

Dr. Wicpert SAcus: | believe all my cases have 
been in females. | do not recall seeing one in a male 

Dr. A. C. This 
careful swimming, Many 
cold) urticaria 
Dr. JOHN Myers (by invitation): She reacted 


to histamine but not to mecholyl, and, if I recall 


CIPOLLARO patient must be 


about drownings have 


occurred because of 


correctly, cold urticaria does respond 
Dr. Cart Netson Dr 
prophetic in his remarks 


Andrews was 


regarding gynecologic 


difficulties in this patient. Since her laparotomy 


with removal of ovarian cysts several years ago, 
she has had no further difficulty and the eynecologic 
examination is now normal. This point is certainly 
Sachs’ 


well taken and may bear out Dr remarks 


that this affliction is commoner in females than 


in males 


Dr. Cormia mentioned that he did not know 
that serotonin had any relationship to hives in man 
I do not think such a relationship has been proved 


but there is the possibility that hives in man are 
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not all due to histamine. We know that the im- 
mediate (anaphylactic) type of hypersensitivity in 
the mouse is mediated by serotonin, not histamine, 
and it may be that man is more like a mouse than 
a guinea pig. BAS apparently is a specific anti- 
metabolite of serotonin. Certainly this antimetabolite 
does not give complete protection, but it did give 
an appreciable decrease of the hiving in this case 

It is perfectly true that these people can die 
after sudden and massive exposure to cold water. 
Interestingly enough, when this patient’s hand is 
plunged into ice water there is no evident increase 
in her gastric hydrochloric acid, so perhaps she 
does not produce as much histamine as one might 
fear 

Dr. Frank EF. Cormia: | have never been able 
to produce an urticarial lesion with either serotonin 
Did Dr. Nelson test the patient’s 
reactivity to this preparation ? 

Dr. Cart T. NeEtson: No. 
rises) of pressure in 


or acetylcholine 


We note flushing 


and blood patients with 


carcinoid, but [ have not seen hives resulting from 


serotonin release by that type of tumor. 


Dr. M. J. Cosretto: Is there a rise or fall in 
blood pressure when the arm is immersed ? 

Dr Cart T. Netson: We did not test that. 
One other patient with cold urticaria actually 


fainted when exposed to cold) water (histamine 
release 
A Case for Diagnosis (Possible Collagen Dis- 
ease or Generalized Neurodermatitis). Pre- 
A. C. 
A Puerto Rican man aged 33, 
exjockey, first noted small papules on the dorsa 
of both hands about 10 ago, Within the 
next few weeks a generalized eruption developed, 
was 


sented by Dr 
married and an 


years 


temperature. He 
Medicine Clinic his 


accompanied by elevated 
admitted to the Tropical 
native country and apparently remained there for 
two The patient states that he continued 


to develop lesions of the original type until about 


years 
six years ago, Since then he has manifested loss 
of hair, depigmentation, and erythematous scaly 
This patient was seen by Dr. J. Reves 
about ago, 
are available showing his appearance at that time 


plaques 
five years and Kodachrome pictures 
The impression then was that the eruption was of 
Pruritus was described as most 
This 


for some time, but he has 


an atopic nature. 


severe and related to exposure to horses. 


patient was a jockey 
not worked at all in the past year or more. He 
is the father of six children ranging in age from 
1 to 16 

From the waist up more than half of the skin 
is completely depigmented in’ patches of various 


sizes. Except for the temporal regions the scalp 
shows complete alopecia and atrophy, leaving a 
delicate, parchment-like, whitish surface, On the 


trunk and arms there are erythematous, slightly 
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infiltrated, patches, psoriasiform in ap- 


pearance. 


scaly 
Over the outer thirds of the cheeks and 
the occipital area of the scalp the skin has a 
poikilodermatous appearance. 

Urinalysis and blood cell count were essentially 
The VRDL serologic test 
was positive 1:2, and the complement-fixation test 


normal, for syphilis 
was anticomplementary. Total blood proteins were 
100 ce., with albumin 4.1) gm. 
Examination for cryoglobulin was 


91 gm. per and 
globulin 5 gm. 
negative. 

A biopsy specimen from the back was reported as 
showing nonspecific acanthosis and dermal fibrosis 


Discussion 


I think the patient has 
He has 


Dr. M. J. 
generalized discoid lupus erythematosus. 
discoid lesions, areas of hyper- and hypopigmenta- 
tion, atrophy, permanent alopecia, the type of 
mutilation observed in the disease, and lesions in 
the mouth, 

Dr. Witpert SACHS: 


The pathology has certainly ruled out psoriasis 


I agree with Dr. Costello. 


and neurodermatitis, and, if an elastic tissue stain 


were done, a diagnosis of lupus erythematosus 
might be established. 
Dr. Isapore Rosen (by invitation): I agree 
with the two previous speakers. 
Dr. Grorce M. Lewis: In 
presenting diagnosis there are points in favor both 
The latter 


diagnosis would be supported by the origin of the 


addition to the 
of lupus erythematosus and of pinta. 
patient and the positive serologic test. 


CANIZARES: It 
| also had a first impres- 


Dr. ORLANDO is certainly an 
unusual clinical picture. 
sion of lupus erythematosus, looking at the scalp 
and ears, but certain features, such as the extreme 
pruritus, are against this diagnosis. I can not 
agree with a diagnosis of pinta, although it should 
be easy to rule out with a dark-field examination 
| would be inclined to diagnose 


from red areas. 


it as lupus erythematosus but certainly with a 
question mark. 
Dr. Cart T. NELSON: 


Canizares. As a matter of 


I agree with Drs. Lewis 
and fact, [| thought 
I was seeing my first case of pinta. 

Dr. G. MacHacex: 
out pinta as a possibility and should give him a 


I should certainly rule 
course of penicillin as a therapeutic test. Is there 
any possibility of a superficial mycosis because of 
his contact with horses ? 

Dr. FRANK E. Cormia: I 
who think it may be pinta. 

Dr. A. C. 
monthly conference at 
most of us 


agree with those 
We saw this patient at 
Hospital, 
lupus 
erythematosus. The patient does not speak English 


our Polyclinic 


and made a diagnosis of 


and came with an interpreter. Dr. Reyes, who saw 


him five informed us that he 


years ago, was 
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jockey and has an allergic background. The itching 
stops when he gets away from horses. The most 
likely diagnosis I think is lupus erythematosus, but 
we have not ruled out neurodermatitis or pinta. 
The first two biopsies were not conclusive, and 
a third was consistent with a collagen disease, 
probably lupus erythematosus. 


A Case for Diagnosis (Lymphoblastoma?). 

Presented by Dr. A. C. CreoLLaro. 

A 50-year-old Cuban man was first seen at the 
Polyclinic Hospital on Jan. 12, 1956, for an 
erythematous, papular eruption on the left cheek 
and left arm, and a circinate, edematous patch on 
the right lower part of the abdomen. The left 
parotid gland was generalized 
adenopathy noted. He history of 
tuberculosis of his lymph nodes of the left cervical 
and left axillary areas. These were treated 
surgically in 1941-1942 and again in 1950. Radia- 
tion therapy was also given to the operative sites. 


enlarged, and 


was gave a 


The cutaneous lesions and parotid swelling faded 
almost completely after two weeks, and biopsy 
showed an erythema multiforme reaction. Five 
months later the patient returned to the clinic with 
pruritic, circinate lesions on the face and forehead. 
These lesions involuted over a period of two to three 
weeks. In March, 1958, the patient 
clinic again with pruritic lesions composed of 


visited the 


groups of papules surrounded by erythema on the 
right cheek, right shoulder, and right upper arm 
in zosteriform arrangement. There were circinate 
papulosquamous lesions, about the size of a half 
dollar, on the proximal anterior surfaces of both 
there slightly smaller circinate 
lesions along the vertebral column as far as the 
sacrum, The zosteriform eruption developed into 
crusted erythematous patches and later scaly lesions 
but no vesicles were observed during the course of 


arms, and were 


the eruption. 

There are slightly erythematous patches on the 
left cheek, left shoulder, and left pectoral area, with 
areas of crusting in the central portions of the 
There are faint 
erythematous lesions on the upper arms, back, and 
abdomen. 


patches. traces of circinate, 


Treatment has consisted of antipruritic lotions 
and emulsions. 

The tuberculin test was positive in a dilution of 
1 :100,000. 


moderately dense nodules in the apex of 


A roentgenogram of the chest showed 
both 
lungs, indicating inactive residues of an old process. 
There lymph 
diameter, in the left supraclavicular region. 


was a_ calcified node, 1 cm. in 

Urinalyses were essentially normal; a trace of 
sugar, a slight trace of albumin, and 6-8 red blood 
cells per high-power field being found once each 
out of several determinations. The fasting blood 
sugar was 132 mg. per 100 cc. Serologic tests for 


syphilis were negative. Blood cell counts were as 
follows : 


1/16/56 
(13 Gm.) 


6/15/56 
(15.5 Gm.) 


3/10/58 
Hemoglobin (13.8 Gm.) 
Red _ blood 
cells 
White blood 


cells 


4,250,000 5,510,000 

8,500 

Polymorphonuclear 
cells 

Lymphocytes 

Stab cells A 

Monocytes 6% 3% 

Basophils 

A biopsy specimen in January, 1956, was re- 
ported as showing an erythema multiforme reac- 
tion; another, taken from the upper part of the 
chest in March, 1958, was reported simply as an 
erythematopapular lesion. 


13,000 


60% 
32% 


Discussion 


Dr. Witpert Sacus: I certainly could not 
make a diagnosis of lymphoblastoma on what I saw. 
There were there, and I would 
suggest that more sections be cut from the same 
block, because I would consider the possibility of 
herpes zoster. 

Dr. IsApore Rosen (by invitation) : It is known 
that patients with Hodgkin’s disease and leukemia 
are apt to have recurrent attacks of zoster. He 
does have vesicles. 

Dr. Georce M. Lewis: As suggested, herpes 
zoster on the basis of lymphoblastoma is a likely 
diagnosis. The lesions appeared lichenoid, shiny, 
and papular. Lichen striatus might be an outside 
possibility, although the distribution is not typical. 

Dr. G. F. MAcHACEK: 
were lymphoblastomatous and not tuberculous 


some vesicles 


I assume those glands 
This 


might be a lymphoblastoma with a so-called forme 
fruste of herpes zoster. 

Dr. Grorce C. Anprews: I think that point of 
right or left was mentioned, and the patient said 
he had lesions on the right side at one time. We 


all know that patients with lymphoblastoma, 
especially Hodgkin's disease, may develop very 
severe herpes zoster. Such patients are also subject 
to attacks of erythema multiforme. The histology 
was of an erythema-multiforme-like reaction. In 
this man’s neck there were many stony-hard nodes 
that were discrete and their neoplastic feel to me 
suggests that Hodgkin’s disease should be excluded 
by microscopic study of one of these nodes. 

Dr. Frank E. Cormra: I agree with most of 
= previous speakers and particularly Dr. Andrews. 

‘ith an ill-defined eruption of this type, particu- 
larly when it occurs in 
and with so many bizarre features, I think the first 
thing to be considered is lymphoblastoma, I sup- 
pose herpes zoster can occur in a forme fruste. 
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I have always been able to identify at least a few 
bullous lesions. If this is a lymphoblastoma, par- 
ticularly leukemia, he may have developed leukemic 
lesions in the site of a previous zoster. I can not 
conceive of an erythema multiforme occurring in 
this 
biopsy of the skin, as well as one of a lymph 


distribution and would recommend another 


node. 


Dr. M. J 


believe it is Hodgkin’s disease. 


I agree with those who 
At Willard Parker 


Hospital, whenever we were called to see a patient 


COSTELLO: 


with extensive herpes zoster of the gangrenous 
type, 
varicelliform eruption, we 


was accompanied by a 
Hodgkin’s 
True infiltrations of 
Hodgkin's disease may occur in the extensive areas 


particularly if it 
thought of 
disease as the indirect cause. 


NEW YORK DERMATOLOGICAL SOCIETY 
April 22, 1958 
Presented by Dr. Or- 


Incontinentia Pigmenti. 
LANDO CANIZARES. 


A boy aged 5% years has lesions which were 
first noticed at birth. There has been no appreciable 
change recently. 

There is a peculiarly distributed pigmentation on 
the sides of the face, extremities, and trunk. The 
lesions tend to appear in a bizarre configuration 
along the extremities, forming lines or angles with 
sharp outlines. There is a faint, papular, lichenoid 
eruption, cheeks. <A 
vague, irregular alopecia is present 


more pronounced the 


Discussion 


Dr. SACHS: 
will 


linear 


For want of any other 
I have 


incontinentia 


diagnosis | agree. However, never 


seen this pigmentation in 
pigmenti. I have seen several cases of that disorder, 
but it occurred in patches and not in streaks up 
and down the legs. 

Dr. M. J. 
at first, but the and 


systematized, with a segmental distribution, and 


That was my impression 
eruption is generalized 
it suggests a systematized nevus as well. 

Dr. Cart T. NELSON: 
and Dr. Sachs 
of the incontinentia pigmenti type. 

Dr. G. F. 


process ; no new lesions have appeared, the areas are 


I agree with Dr. Costello 
I think this is a nevoid condition 


MacHaAcek: This is a systematized 
rough, and there is no marbling effect. Incontinentia 
pigmenti is also considered to be a chromatophore 
nevus, and the newer concept is that in that disorder 


Submitted for publication Sept. 15, 1958. 
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I believe that this 
case, however, does not represent true infiltrations 
of Hodgkin’s disease in herpes zoster but roughly 
a zosteriform occurrence of the disease itself, which 
is not rare. 

De Ay. 


certain what 


of a resolving herpes zoster. 


Crpottaro: We do not know for 

this patient has. We 

lymphoblastoma. 

Generalized Pruritus with Delusions of Flora. 
by Dr. A. C. CrpoLraro. 

Lupus Erythematosus (Subacute). 
Georce M. Lewis 

Melanosis. Presented by Dr. ANTHONY C. C1POLLarRo. 


think he has 
Presented 


Presented by Dr. 


Mycosis Fungoides: Infiltrative Basal-Cell Epithelioma of 

Presented by Dr. A. C. C1poLraro. 

Presented by Dr. A. C. 

Lichen Sclerosus et Atrophicus. 
M. Lewis. 


Leg. 
Amyloidosis Cutis. CIPOLLARO. 


Presented by Dr. GEorGE 


one should find precursors—bullae and other lesions. 
I am more inclined to think of a systematized 
nevus than of incontinentia pigment. 

Dr. A. N. Domonkos: I agree with the diagnosis 
of systematized linear nevus. It would be interest- 
ing to examine the hairs over areas that seem to 
them with normal hair. 
the scalp I 
texture. It would be interesting to 
examine them under the microscope. It suggests 


be involved and contrast 
On looking at 
different 


could see hairs of 


a nevoid condition in the scalp. 

Dr. FRANK E. Cormia: I favor the diagnosis 
of systematized nevus. There are no other evidences 
of incontinentia pigmenti in this patient, no other 
dystrophic signs, and no history in other members 
of the family, 

Dr. Eucene F. Traus: This is purely specula- 
tive; since we do not know the cause of these dis- 
orders, it is merely a matter of trying to catalogue 
them. In older days we would have been willing 
to call it ichthyosis hystrix, as Dr. Sachs suggested 
to me, or the linear type of systematized nevus. 
I believe only about 30% of a relatively small 
number of cases have bullous lesions, and I think 
it has been mentioned that a rough, verrucous type 
Here, I think 
that. As Dr. 


of lesion is relatively uncommon 


some are showing evidence of 


Domonkos pointed out, there are certain crinkly 


hairs on the scalp which are usually signs of a 
hairy type of nevus. It might be wise to warn the 
mother that it might be a progressive affair, If 
some therapy is given at this stage it will be 
given the blame for subsequent lesions. 

The child has dry skin, 
follicular hyperkeratoses on the extensor surfaces 


3ARKER: 


| 
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of the extremities, and brownish, raised, rough, 
streaked hyperkeratoses that would suggest ichthyo- 
sis hystrix or perhaps a systematized nevus. 

Dr. FrANK C, Compes: I agree with Dr. Baker. 
If you look closely, you will see changes in the 
epidermis. In incontinentia pigmenti the skin is 
perfectly smooth. As far as configuration is con- 
with 
incontinentia pigmenti in whom linear lesions and 


cerned, I have seen several patients 
whorls occurred, often concentric in arrangement. 
I agree that this is a systematized nevus. 

Dr. Doucras Torre: I think it is incontinentia 
pigmenti. I find 
palpation. The lesions that 
flabby on stretching, as if 
rather than hypertrophy. 


could not any thickening on 
looked raised became 
there were atrophy 
Dr. OrLANDO CANIZARES: I have been almost 
The fact that 
are rough does not entirely rule out incontinentia 
pigmenti. 


unanimously overruled. the lesions 


Some cases have been reported with 
changes in the scalp and some with lesions of a 
lichenoid pattern. I shall try 


specimen. 


to get a biopsy 


Dr. EuGENE F. 
diagnosis ? 


Traus: Will biopsy establish a 
Dr. Wiipert Sacus: I believe Dr. Torre was 
thinking of the four major types of nevi, but 
It would 
be highly unlikely to find any one of those four 
types. All you would find would be pigmentation, 
and it would be hard to tell 
pigment. 


there are many other types not included. 


there 
would tell 
hystrix 


unless were 
clumping of 
whether it 


some other type of nevus, 


Biopsy you 


was ichthyosis rather than 
We are talking about 


closely allied conditions. 


A Case for Diagnosis (Pemphigoid Eruption). 
Presented by Dr. Lestre P. BARKER 
A 45-year-old white man, an employee of the 
telephone company, is presented from St. Luke's 
Hospital axillas and 


with an eruption the 


groin of one year’s duration. He was previously 
presented at the New York Academy of Medicine. 
Fourteen months ago grouped and single bullae 
appeared in the right axilla and within one month 
spread to both The 
lesions are intensely coming 


involve axillas and groin 


Prior to 
to St. Luke’s Hospital he had consulted several 


pruritic. 


physicians and received only local medication. He 
was told that, although the diagnosis was inconclu 
sive, pemphigus, underlying neoplastic disease, and 
dermatitis herpetiformis were considered. 

The 


family histories are negative. He 


dermatological, medical, allergic, and 


had 


past 


taken no 


drugs except an occasional acetylsalicylic acid 
tablet. Physical examination reveals only mild 


hypertension. 
In the right axilla is a resolving bulla 2 em. in 
No other lesions 


diameter. present, 


Recent complete blood cell counts, urinalyses, 
and serologic tests for syphilis were normal or 
negative; at the onset a moderately increased white 


blood cell count (14,000) 


and sedimentation rate 
(30) were noted. 

Biopsy showed a subepidermic bulla filled with 
polymorphonuclear neutrophils and a few eosino 
phils. The 


bulla were 


vessels of the 
dilated blood cellular 
elements. About them was a moderate and diffuse 
exudative cellular infiltration of small round cells, 


upper cutis under the 


and contained 


wandering connective tissue cells, and eosinophils, 
There was moderate interstitial edema. 

The 
eight 


patient has been under observation for 


months. The numbers of developing bullae 
from 13 to 0. 


has consisted of an early 


have decreased weekly 
vitamin A 
of sulfisoxazole (Gantrisin), 


peared in the past three weeks 


Treatment 
and course 


One lesion has ap 


Discussion 


Dr. Witpert Sacus: I saw the slide, and, 
without knowing that somebody had already said 
so, I thought this patient would possibly develop 
pemphigus in the future, or that | 
for some type of neoplasm 

Dr. Maurice J. Costetto: It is hard to say 
tonight what he has, but with bullae localized to his 
axillas or  groins it 
(parapemphigus), which may be 
His general health, 
unimpaired, would favor this concept. 

Dr. Cart T. NeEtson: | 
previously and tried to make 


would look 


may be pemphigoid 


again localized 
in the beginning which is 


saw the patient 
a diagnosis of drug 
eruption, but [ certainly think bullous pemphigoid 
is a likely possibility. It should be remembered, 
however, that even in cases of true pemphigus it 
may take several biopsies before one finds 
thing less subepidermal and more 

Dr. Sacus 


some 
intraepidermal 
Pemphigus is just as often 
subepidermal as intraepidermal. believe 
was not entirely right about that. If 
intraepidermal bulla it 
some other diseases, but 
of pemphigus without it 

Dr. Maurice J. 


make 


Lever 
you find an 
will definitely rule out 


you can make a diagnosis 


CostELto: Some feel that to 
a diagnosis of pemphigus you must have 
intraepidermic bulla 


perience in 


an 
That has not been my ex 
certainly. should not 
regard a case as pemphigus vulgaris ij the | 
bulla was subepidermi: 


every case, 


ustologic 
The location ot the bulla 
histologically is only one facet in the 
pemphigus. 

Dr. WILBER 
Statement 


diagnosis ot 


Sacus: I have 
Lever 


heard the same 
with it The 


herpetiformis, 


since came out 


question of dermatitis 


erythema 
multiforme, and pemphigus has been discussed at 


length. In my opinion, the bullous lesion in 


dermatitis herpetiformis and erytl 


ema multiforme 
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is always subepidermic; in pemphigus it may be 
either subepidermic or intraepidermic. When the 
lesion is subepidermic in pemphigus, the cutis 
separates rapidly from the epidermis and thus the 
rete pegs and papillary bodies remain intact but 
separated. The bullous lesion in erythema multi- 
forme develops slowly and the edema separates 
the fibrils into a fine network called reticular 
metamorphosis. In dermatitis herpetiformis small 
collections of eosinophils may often be found in 
the tops of the papillary bodies. This is not seen 
in pemphigus. In pemphigus, the cutis shows a 
multiforme erythema type of reaction, but in 
dermatitis herpetiformis there is a neurodermatitic 
type of reaction. In pemphigus, most of the 
eosinophils are in the lumens of the vessels, while 
in dermatitis herpetiformis the eosinophils are 
chiefly in the cellular reaction. 

Dr. Frank E. Corm1aA: Since in pemphigus one 
is ordinarily dealing with an intraepidermal bulla, 
or exceptionally a subepidermal bulla, can we be 
looking at different stages of the same thing? A 
bulla containing a proteolytic enzyme may become 
subepidermal in location. I see no objection to 
making a diagnosis just because it is subepidermal. 

Dr. Wivpert Sacus: In such a lesion as you 
see here, no matter how many sections you cut, 
it is intraepidermal. Where it is subepidermal in 
pemphigus, the papillary bodies are not separated 
at all, but here they are separated, as would be 
the case with a cantharides plaster. In pemphigus, 
I believe subepidermal and intraepidermal bullae 
are equal in number. Those cases with intraepider- 
mal bullae have a positive Nikolsky sign, and the 
others do not. I think the whole process starts in 
the capillaries. It is a highly toxic process which 
goes right through the epidermis, but it can be 
stopped at the epidermis. 

Dr. FRANK CorMia: 
pemphigus there is little or no inflammatory reac- 
tion? 

Dr. Witpert SAcus: Microscopically, there is 
plenty—it is never without an inflammatory reac- 
tion. Clinically, the lesion looks as though it were 
forming from normal skin, but not microscopically. 

Dr. Frank E. Cormia: I agree that the diag- 
nosis in this case must be purely speculative. It 
is a question of watching the patient and seeing 
if he develops pemphigus. 

Dr. Evcene F. Traus: I believe this patient 
has pemphigus right now and that he will die of 
it, because I have never seen anybody that had 
pure blebs in the axillas and groin who did not 
sooner or later die of pemphigus. Naturally, I 
refer to the period prior to our more modern 
therapy, which has modified the prognosis in many 
cases. I have seen the process go as rapidly as 
three to five weeks with death, or drag along for 
two or three years, but where there are bullous 
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lesions in the axillas and groin, or about the rectum, 
then you have pemphigus. 

Dr. DoucLras Torre: I agree that it will 
probably turn out to be pemphigus, but there is 
one point in favor of dermatitis herpetiformis; the 
patient has had two courses of sulfonamides and 
has no lesions. 

Dr. G. F. Macuacek: Dr. Traub says he has 
never seen a patient with blebs in the axillas and 
groins who did not die of pemphigus. Years ago 
Dr. Lapowski coined the adage that if a patient 
did not die, he did not have pemphigus. We had 
a patient with all the criteria of pemphigus, with 
lesions in the groins and axillas. We made a vaccine 
and years later she was perfectly well; so I would 
not say never, particularly when the histologic 
criteria are so We have no precise 
criteria on which to base a diagnosis of pemphigus 
in particular cases, 

Dr. M. J. Costetto: I think pemphigus vulgaris 
and dermatitis herpetiformis are dermatoses with 
continuous manifestations with rare remissions but 
frequent exacerbations, though this may be altered 
by specific therapy. I have several patients now 
who had pemphigus vulgaris who are perfectly well 
and who are not taking steroids. 

Dr. L. P. Barker: This eruption did not clear 
on sulfisoxazole or Midicel. It has, however, cleared 
on several occasions without medication. 


indefinite. 


Lichen Planus-like Eruption Caused by Chemi- 
cals Handled in the Processing of Color Film. 
Presented by Dr. OrLANDO CANIZARES. 

A 28-year-old Puerto Rican man has been in the 
United States for 10 years. He was formerly 
employed as a mechanic, but for one and one-half 
years he has worked as a supervisor for a company 
engaged in the developing of color film. The 
patient handles the films during development ; oc- 
casionally they break, and he has to staple them 
together, and in so doing his hands get splashed 
with the solutions in the tanks. 

In about April, 1957, the patient noted an eruption 
on the dorsal aspect of the fingers, which later 
spread to the arms, neck, face, and inner aspect 
of the thighs. The patient states that the lesions 
were more reddish at the onset and later became 
darker, He further states that the lesions were 
always dry. They were very pruritic at the onset 
but are not at present. 

Increased pigmentation in diffuse form is seen 
on the flexor aspect of the forearms and the dorsal 
aspect of the hands, forearms, and face. Both 
sides of the neck, the forehead, the areas about 
the left eye including the upper eyelid, and the 
middle third of the inner aspect of both eyes are 
involved. On the upper extremities the pigmenta- 
tion is diffuse, covering most of the forearms, but 
in the flexor aspect of the elbow it presents 
parallel horizontal lines with normal skin in be- 
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tween. On the neck and supraclavicular region, 
more pronounced on the right side, there are also 
parallel lines of pigmentation approximately 5 mm. 
in width and 3 to 4 cm. in length. These lesions 
seem to follow the lines of cleavage of the neck. 
On the abdomen at the left of the umbilicus there 
are several patches which are slightly infiltrated 
and pigmented. The lesions on the thighs present 
a peculiar netlike arrangement, each lesion being 
somewhat annular with normal skin in the center. 
On the dorsal aspect of the hands and fingers are 
several raised, well-defined plaques of a purplish 
color. These plaques are round or oval, 2 to 3 cm. 
in diameter, and have a tendency to run together 
forming larger patches. The mucous membranes of 
the mouth and genitals are not involved. The rest 
of the body is free of lesions. 


Discussion 


Dr. M. J. Costetto: These are very interesting 
and enlightening cases. I do not think from the 
clinical point of view that the eruption is lichen 
planus. I get the impression of dermatitis venenata 
on the exposed surfaces, and superimposed is a 
lichen planus-like type of neurodermatitis. You 
would think there was some type of inhalation or 
ingestion or contact-spreading mechanism here. It 
would be difficult to know otherwise how the erup 
tion appeared on the lower extremities. It would 
appear that the torso is free and the extremities are 
involved. 

Dr. G. F. Macuacek: Evidently this has been 
the experience not only of Dr. Canizares but also of 
the men at Eastman Kodak. This patient did have 
lesions on his tongue. 

Dr. A. N. Domonkos: I am_ tremendously 
grateful to Dr. Canizares. As a matter of fact, 
I could have presented a case today myself. Some 
two weeks ago I saw a patient who was referred 
as a compensation case with a contact dermatitis 
due to a film developer, and unless I had deferred 
to Dr. Andrews’ opinion [I would have taken a 
biopsy specimen to prove it was not due to contact. 
This patient had typical lesions of lichen planus 
on the forearms, on the flexor surfaces, and also 
typical violaceous, polygonal, flat-topped papules 
around the corona of the penis, so typical of lichen 
planus that it could not be anything else. To 
confirm Dr. Andrews’ opinion, we did patch tests. 
The patient brought in chemicals and also literature 
saying the substances were primary irritants and 
warning against patch testing. The patient was 
removed from work, and in two weeks’ time the 
eruption had completely subsided. He had no lesions 
on the buccal mucosa, or elsewhere, except on the 
arms and penis. 

Dr. FRANK E. Cormta: One thing puzzles me. 
If it is a contact, it is easy to understand why 
he would get a typical eczematous contact reaction, 


because one may assume that the allergenic pigment 
penetrates rather easily into the epidermis, but how 
can it penetrate underneath and produce a lichen 
planus-like eruption? I am wondering about the 
man who had a positive reaction to film. If Dr. 
Canizares does a patch test, instead of using just 
one substance, he might combine them. There must 
be a chemical reaction between these substances, 
and the combination might produce the eruption. 

Dr. E. F. Traus: If many patients have been 
seen with this particular type of eruption, there 
can be no question that it is occupational. Whether 
the eruption is produced entirely as a contact or 
whether inhalation is involved is a question. I 
feel it may be both, due to contact in a measure, 
because of the fact that some of these patients 
had a preceding eczematous eruption. The patient 
today described his eruption almost as a vegetative 
dermatitis at a time when that might represent 
scratching and chronicity. I do not think this 
man was such a clear-cut example. There is some 
question in my mind that he had lichen planus 
today, but certainly he had an eruption in that 
general category, although more of a neurodermati- 
tic type. I think studies in inhalation should be 
carried out; get material which is probably volatile 
and have the patient inhale to see what the result 
might be, instead of doing an ordinary patch test 
which does not seem to be the right approach. 
You cannot produce localized halogen eruptions by 
patch tests, and there are any number of other 
examples. Inhalation or ingestion would be the 
type of testing I should undertake, particularly 
here. 

Dr. FrANK FE. Cormia: If the  patch-test 
reactions have been of the eczematous type it might 
be of interest to strip the epidermis down with 
Scotch Tape and then do the patch test to see 
if a lichen planus-like reaction supervenes. 

Dr. FRANK C. Combes: This discussion reminds 
me of that which transpired when we first observed 
similar eruptions from atabrine during the war 
in the Pacific. Were they or were they not lichen 
planus? I think they were and that this patient 
also has lichen planus. These cases have all the 
clinical and histologic criteria for this diagnosis. 
Similar eruptions, which I think are also lichen 
planus, occur after gold, bismuth, and arsphenamine. 
The eruption in this patient is not of the eczematous 
contact type and I agree with Dr. Cormia that we 
would not expect an eczematous reaction to a patch 
test to be of much significance, particularly if 
some of the substances are primary irritants. Also, 
if there were a lichen planus type of reaction it 
might be a Koebner phenomenon. If the substance 
is not a primary irritant and we get a lichen planus 
type of reaction beneath the patch it would be 
very significant. Some of the contactants may be 
absorbed through the skin as well as inhaled, or 
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they may be ingested after contact of the patient's 
unwashed fingers with his food. This has been 
demonstrated in similar cases. The manifestations 
in this patient are a result of systemic absorption, 
and I do not see how to explain the eruption just 
from contact of the chemicals with the hands. 
Certainly I think the case deserves a lot of inves- 
tigation and further study, and I should like Dr. 
Canizares to carry it on, because it is important 
to industrial medicine. I think then it should be 
published as a separate article. 


Dr. Doucias Torre: I agree with Dr. Combes. 
The patient is working with many primary irritants ; 
he would be doing his own epidermis stripping, 
with resultant absorption of dye chemicals leading 
to a generalized drug eruption. I think some of the 
yellow dyes are related to quinacrine (Atabrine), 
and this relationship should be looked into. 


Dr. Witpert Sacus: If this lichen planus is 
caused by inhalation or ingestion there would be 
nothing unique or peculiar about this eruption. I 
think it is a form of lichen planus, and, if you 
stop to think, discoid and lichenoid dermatosis 
starts as a contact and goes into lichen planus. 
What makes this most unusual is the indication 
that it resulted from the external use of some 
chemical, and, if this could be proved, it might 
throw a lot of light on lichen planus. 


Dr. G. F. Macuacek: Dr. Torre said that some 
of these yellow dyes are related to quinacrine; | 
should, therefore, suggest that the urine be ex- 
amined, which might shed some light. I might 
also make a comment re lichen planus following 
quinacrine. Only in a very occasional section of 
the great many | have seen are the typical changes 
that would lead me to make a diagnosis of lichen 
planus. There are inflammatory changes, and so 
forth, but not that combination of fragmentation 
of the basal layer, zonal subepidermal infiltration, 
wide granular layer, compact localized keratosis, 
and slight depression. I should like to see any 
sections that Dr. Sachs may have of this condition. 
I cannot see why this eruption could not be due to 
contact. The patient might handle his penis. His 
fingernails were discolored today, I think we might 
find some traces of the chemicals in his urine. 
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Dr. Ortanno Canizares: Dr. Sachs, did you 
say you could differentiate true lichen planus from 
gold and arsenical lichen planus-like eruptions ? 

Dr. Witpert Sacus: I cannot do it all the 
time, but often enough; you could say there were 
lichen planus-like lesions following drug ingestion 
because there are certain features about the reac- 
tion from drug ingestion that are not found in 
cases of lichen planus not due to that cause. 

Dr. OrLANDO CANIZARES: This is a most unusual 
type of reaction. I have observed five cases present- 
ing this eruption which, in most cases, is clinically 
identical to lichen planus. The only difference is 
that the hands and forearms are completely covered 
by the lesions. A persistent residual pigmentation 
remains. The isolated papules present all the 
characteristics of lichen planus. No oral lesions 
have been present, but the glans penis of one 
patient was affected. Unquestionably, there is a 
chemical used in the processing of color film, which 
-auses the eruption. Among the substances handled 
there are several dyes, one of them yellow, which 
possibly is chemically similar to quinacrine. The 
mechanism of development of these eruptions is 
interesting. Since the patients stated that they had 
their hands in the solutions I assume that the most 
likely process is absorption through the skin, 
although the possibility of inhalation or even 
ingestion should be considered. In my cases the 
eruption was dry and lichenoid from the onset; 
no active eczematous phase was observed. To my 
knowledge, this is the first time a lichen planus-like 
eruption has been observed to develop from local 
contact with a chemical. If other mechanisms can 
be excluded, I intend to follow up the studies in 
these cases. Undoubtedly we will see more of them 
now that color film processing is being carried out 
in plants all over the country. 


Report from Last Meeting 


Cold Urticaria. Presented by Dr. Cart T. Netson. 
Dr. Cart T. Netson: The patient was rather 

somnolent from the serotonin antagonist (BAS). 

Therefore, we gave her 2 tablets of corticosteroid 

daily and reduced the dose of BAS. This helped 

even more and the patient is now doing very well. 

Erythema Multiforme Bullosum, Presented by Dr. Les 
LIE P. BARKER. 


The New, Newer, and Newest 


In February, The New, Newer, and Newest hailed the formation of The National Founda- 
tion for Research in Cutaneous Medicine, Inc., a nonprofit organization, Mr. Louis L. Spirt, 
President and Executive Director. The information was contained in a news release which 
listed the names of a number of dermatologists who were to serve on a Medical Advisory 
Board for the organization. It has since been learned that Mr. Spirt is financially interested in 
a firm which promotes a drug designed for the treatment of a certain skin disease. This, of 
course, raises the important issue of conflict of interest and, as a result, the following people 
have withdrawn from membership on the Advisory Board: Harvey Blank, Callaway, Arthur 
Curtis, Mescon, Osborne, Rattner, Rothman, and Sulzberger. 

30th Minnesota’s Health for February, 1959, and the St. Paul Pioneer Press, March 22, 
1959, paid high tribute to the venerable Dr. H. G. Irvine, retired dermatologist of St. Paul, 
for his important role in the establishment of the venereal disease control program of the 
Minnesota Department of Health. 

Hamilton Montgomery has assumed Emeritus status in the Section of Dermatology at the 
Mayo Clinic. 


Irvin Blank was given the Special Award of 1959 by the Society of Cosmetic Chemists for 
his major contributions to dermatologic research. 

Richard Sutton and practically the entire staff of the Department of Dermatology at 
Kansas University Medical Center have resigned in protest because the administration had 
downgraded dermatology to a subdivision of the medical department with “a time schedule 
which the staff believed was inadequate for proper instruction of students.” 


On a happier note—at the University of Illinois, Adolph Rostenberg Jr. has been appointed 
Chairman of the Department of Dermatology, with full autonomy. 


At Harvard, Tom Fitzpatrich has been appointed the Edward Wigglesworth Professor 
of Dermatology. 


Have Slides, Will Travel Department.—Last March, Alfred Hollander delivered a lecture 
in Spanish before the Peruvian Medical Association in Lima on “Diagnosis and Therapy in 
Dermatology.” He also addressed the Peruvian Anatomicopathological Society. 

The New England Society of Allergy was addressed March 25 by Walter Lobitz, on 
“The Physical and Physiological Identification of The Atopic Individual”; by John Strauss, 
on “The Role of the Allergic Mechanism in Atopic Dermatitis,” and by John K. Fromer, on 
“The Management of Contact Dermatitis.” 

John Haeberlin addressed the American Association of Railway Surgeons, in Chicago, on 
April 18, on the subject of contact dermatitis. 

Noteworthy Notes.—It is said that the gimmick on that do-it-yourself epilating tool, adver- 
tised so widely, is that a battery is required. 

You can now order toupees from the Elvis wave to the crew cut or Ivy League; from dis 
tinguished gray to youthful brown or black—you can be the male of your dream—by mail order! 
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Abstracts from Current Literature 


CLINICAL AND LABORATORY FEATURES OF MALIGNANT CARCINOID, ALBERT SJBERDSMA, M.D., 
A. M. A. Arch. Int. Med. 102:936 (Dec.) 1958. 

The urine should be tested for an elevated 5-hydroxyindoleacetic acid content in cases of 
unexplained diarrhea and visible flushing. Rapid color changes in minutes, facial and periorbital 
edema, dependent edema, and telangiectasia are cutaneous signs commonly seen with malignant 
carcinoid, Discussion of false-negative and “true” false-positive tests produced by the ingestion 
of bananas is presented. 

Lazar, Chicago. 


LETHAL Mip_tine GRANULOMA OF THE Face. N. Resnik and P. V. SuHerrett, A. M. A. Arch. 
Int. Med. 103:116 (Jan.) 1959. 

Lethal midline granuloma of the face is usually characterized by progressive destruction 
of the tissues of the face, with ulceration and necrosis leading to death in a few months. The 
cause is not known, and the initial lesion is in the vicinity of the nasal septum. Therapy, in- 
cluding radiation and steroids, has not been of great value. Bacterial infection, syphilis, 
tuberculosis, sarcoidosis, fungus, neoplastic disease, leprosy, tuleremia, anthrax, and yaws 
should be considered in the diagnosis. 

Lazar, Chicago. 


SPASTIC QUADRIPLEGIA COMBINED WITH CONGENITAL JCHTHYOSIFORM ERYTHRODERMA AND 
OLIGOPHRENIA. J. BLumMet, M. Watkins, and G. Eccers, A. M.A. J. Dis. Child. 96:724 
(Dec.) 1958. 

The genetic background is reported. Twenty-eight previously reported cases were all from 

Sweden. 

Lazar, Chicago. 


GRANULOMA ANNULARE. A. M. DANNENBERG, I. YouNG, and M. T. Tuncatt, A. M. A. J. Dis. 
Child. 96:720 (Dec.) 1958, 
A case of subcutaneous granuloma annulare occurring in the galea aponeurotica, is reported. 
LAZAR, Chicago. 


Lipoip Prorernosts. A. B. Fak, R. S. Mepansky, P. C. Tracy, and L. J. SHoLLER, A. M. A. 
J. Dis. Child. 96:727 (Dec.) 1958. 
A case report of seven years’ duration without mucous membrane involvement is presented. 
Lazar, Chicago. 


IpropATHIC BENIGN HyPERGLOBULINEMIC PurpuURA. G. E. Semen and M. KraMer, New York 

J. Med. 58:3848 (Dec.) 1958. 

A 36-year-old woman had nonthrombocytopenic purpura (Waldenstrom) recurring over a 
five-year period. This was associated with an electrophoretically determined broad-peaked 
hypergammaglobulinemia and an increased sedimentation rate without serious systemic illness. 
Neither macroglobulinemia nor cryoglobulinemia nor a coagulation defect existed. On occasion 
she was incapacitated, due to severe pain, swelling, and tenderness in the lower extremities. 
Pressure increased the purpura, and intermittent cervical swellings (parotid gland?) were 
present. It is suggested that the dysproteinemic purpuras represent disorders in plasma cells 
or plasma-cell precursors, and are prelymphomatous conditions. 

Lazar, Chicago. 


ApLastic ANEMIA FoLLOWING SULFAMETHOXYPYRIDAZINE THERAPY. D. R. 
D. G. Hanton, and J. S. Wetcu, Proc. Staff Meet. Mayo Clin. 33:679 (Dec. 24) 1958. 
Though definite proof is lacking, it appeared that fatal aplastic anemia followed 10 days of 
sulfamethoxypyridazine therapy. Thrombocytopenia and leukopenia have been reported follow- 
ing use of the drug. Patients using the drug should discontinue it and consult their physician 
if sore throat, skin rash, fever, or hematuria develops. 
Lazar, Chicago. 
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ABSTRACTS FROM CURRENT LITERATURE 


A COMPARISON OF GLYCYRRHETINIC AciID AND HyprocortisoNE OrntMeNts. H. T. H 
Witson and J. H. Epwarps, Brit. J. Dermat. 70:452 (Dec.) 1958. 
Glycyrrhetinic acid, the active principle in licorice extract, has deoxycortone-like activity. 
When 29 patients were treated with hydrocortisone and glycyrrhetinic acid, hydrocortisone was 


more effective in the great majority of cases. 


Lazar, Chicago 


ZosteER SINE Herpere. G. W. Lewis, Brit. J. M. 2:418-421 (Aug. 16) 1958. 


Zoster sine herpete is commoner than supposed. It should be suspected in unilateral seg- 


mental pain of sclerotomal or dermatomal type, or both, with complete recovery in a few weeks. 
Unilateral neurological disturbances manifesting as pain or paralysis may be herpes zoster 


without a rash. 


LAZAR, Chicago. 


SULPHAMETHOXYPYRIDAZINE IN DERMATITIS HERPETIFORMIS. J]. JEFFERSON, Brit. M. J. 2:209 
210 (July 26) 1958. 
Twelve cases were treated, with satisfactory results in all. One patient developed what 
appeared to be genuine rubella and continued treatment without ill effect. Another patient had 
dizziness and headache but was able to continue treatment. Blood and urine tests revealed no 


abnormality. 
LAZAR, Chicago 


Revier Types. S. HANuSovA and V. Dorrysi, Arch. klin. u. exper. Dermat. 208 :1-23, 

1958. 

In 100 males and 100 females between 2 and 83 years of age and free of skin disease the 
skin surface of the medial aspect of the left forearm was examined by the microrelief method 
of J. Wolf. Two types of skin relief were found, showing a papulary body with low and high 
papillae. There are transitional findings between these two types. These observations are 
consistent with A. Blaschko’s original work, published in 1887. Skin relief types are hereditary. 
Springfield, Mass 


Liver FuNCTION IN ENDOGENOUS EczEMA. H. Erssnek and G. W. Korrinc, Arch. klin. u. 
exper. Dermat. 208 :24-32, 1958. 
In 14 males and 16 females with endogenous eczema serum cholinesterase, galactose tolerance 
(modification of Ludwig and Strehler) and Bromsulphalein excretion (Zimmer's two-dye test) 
were examined. The authors did not find any remarkable change of liver function in 


endogenous eczema 


Springfield, Mass 


CONTRIBUTION TO COMMON OCCURRENCE OF GROENBLAD-STRANDBERG SYNDROME (PSEUDO 
XANTHOMA ELASTICUM DARIER) AND TuMoR oF THE HyporHysts. M. BerGer and 
J. Sucar, Arch. klin. u. exper. Dermat. 208 :33-37, 1958 


A chromophobe adenoma of the hypophysis was found in a 59-year-old man with pseudo 


xanthoma elasticum. The authors feel that this tumor is of etiologic significance 
HoLLANDER, Springfield, Mass 


INFLUENCE OF Hypoxyposis ON EXPERIMENTAL DerMATITIS. S. PoMMER and E. LatrusKke, 
Arch. klin. u. exper. Dermat. 208 :38-43, 1958 


Experiments on rabbit ears showed the influence of hypoxydosis on origin and course of 


acute dermatitis. 
HoL_ANberR, Springfield, Mass 


Nosotocy oF LicHEN ScLerosus et AtrropHicus. W. Hauser, Arch. klin. u. exper. Dermat 
208 :44-52, 1958. 


A 59-year-old woman showed skin changes of morphea and lichen sclerosus et atrophicus 


in the same areas. This combination was confirmed histologically. “The author discusses the 


possibility of a common etiology of the two diseases, whereby the same agent by way of the 


peripheral circulation brings about pathologic changes of the subepidermal part of the corium 
in lichen sclerosus et atrophicus and of the middle and deeper parts of the corium in morphea 
Springfield, Mass 
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Abstracts from Current Literature 


CLINICAL AND LABORATORY FEATURES OF MALIGNANT CARcINoID, ALBERT SJBERDSMA, M.D., 
A. M. A. Arch. Int. Med. 102:936 (Dec.) 1958, 

The urine should be tested for an elevated 5-hydroxyindoleacetic acid content in cases of 
unexplained diarrhea and visible flushing. Rapid color changes in minutes, facial and periorbital 
edema, dependent edema, and telangiectasia are cutaneous signs commonly seen with malignant 
carcinoid, Discussion of false-negative and “true” false-positive tests produced by the ingestion 
of bananas is presented. 


Lazar, Chicago. 


LETHAL MIDLINE GRANULOMA OF THE Face. N. Resnik and DP. V. SHerrett, A. M. A. Arch. 

Int. Med. 103:116 (Jan.) 1959. 

Lethal midline granuloma of the face is usually characterized by progressive destruction 
of the tissues of the face, with ulceration and necrosis leading to death in a few months. The 
cause is not known, and the initial lesion is in the vicinity of the nasal septum. Therapy, in- 
cluding radiation and steroids, has not been of great value. Bacterial infection, syphilis, 
tuberculosis, sarcoidosis, fungus, neoplastic disease, leprosy, tuleremia, anthrax, and yaws 


should be considered in the diagnosis. 


LAZAR, Chicago. 


SPASTIC QUADRIPLEGIA COMBINED WITH CONGENITAL JCHTHYOSIFORM ERYTHRODERMA AND 
OLIGOPHRENIA. J. BLumMet, M. Watkins, and G. Eccers, A. M.A. J. Dis. Child. 96:724 
(Dec.) 1958. 

The genetic background is reported. Twenty-eight previously reported cases were all from 


Sweden. 


LAzAr, Chicago. 


GRANULOMA ANNULARE. A. M. DANNENBERG, I. Younc, and M. T. Tuncatt, A. M. A. J. Dis. 
Child. 96:720 (Dec.) 1958. 
A case of subcutaneous granuloma annulare occurring in the galea aponeurotica, is reported. 
Lazar, Chicago. 


Lirorw Proteinosis. A. B. FALK, R. S. Mepansky, P. C. Tracy, and L. J. SHoLiER, A. M. A. 
J. Dis. Child. 96:727 (Dec.) 1958. 
A case report of seven years’ duration without mucous membrane involyement is presented. 
Lazar, Chicago. 


IprlopATHIC BENIGN HyprERGLOBULINEMIC PurpuURA. G. E. Semen and M. KrAMer, New York 

J. Med. 58:3848 (Dec.) 1958. 

A 36-year-old woman had nonthrombocytopenic purpura (Waldenstrom) recurring over a 
five-year period. This was associated with an electrophoretically determined broad-peaked 
hypergammaglobulinemia and an increased sedimentation rate without serious systemic illness. 
Neither macroglobulinemia nor cryoglobulinemia nor a coagulation defect existed. On occasion 
she was incapacitated, due to severe pain, swelling, and tenderness in the lower extremities. 
Pressure increased the purpura, and intermittent cervical swellings (parotid gland?) were 
present. It is suggested that the dysproteinemic purpuras represent disorders in plasma cells 
or plasma-cell precursors, and are prelymphomatous conditions. 


Lazar, Chicago. 


ApLastic ANEMIA FOLLOWING SULFAMETHOXYPYRIDAZINE THERAPY, R. 
D. G. Hanton, and J. S. Wetcu, Proc. Staff Meet. Mayo Clin. 33:679 (Dec. 24) 1958. 
Though definite proof is lacking, it appeared that fatal aplastic anemia followed 10 days of 
sulfamethoxypyridazine therapy. Thrombocytopenia and leukopenia have been reported follow- 
ing use of the drug. Patients using the drug should discontinue it and consult their physician 
if sore throat, skin rash, fever, or hematuria develops. 


Lazar, Chicago. 
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ABSTRACTS FROM CURRENT LITERATURE 


A COMPARISON OF GLYCYRRHETINIC AcID AND HyprocorTisoNeE Or1ntMeNts. H. T. H 
WILson and J. H. Epwarps, Brit. J. Dermat. 70:452 (Dec.) 1958. 
Glycyrrhetinic acid, the active principle in licorice extract, has deoxycortone-like activity. 
When 29 patients were treated with hydrocortisone and glycyrrhetinic acid, hydrocortisone was 
more effective in the great majority of cases. 


LAZAR, Chicago 


ZosTER SINE Herpete. G. W. Lewis, Brit. J. M. 2:418-421 (Aug. 16) 1958 


Zoster sine herpete is commoner than supposed. It should be suspected in unilateral seg- 


mental pain of sclerotomal or dermatomal type, or both, with complete recovery in a few weeks. 
Unilateral neurological disturbances manifesting as pain or paralysis may be herpes zoster 


without a rash. 


Lazar, Chicago 


SULPHAMETHOXYPYRIDAZINE IN DeRMATITIS HeRPETIFORMIS, J. JEFFERSON, Brit. M. J. 2:209 

210 (July 26) 1958. 

Twelve cases were treated, with satisfactory results in all. One patient developed what 
appeared to be genuine rubella and continued treatment without ill effect. Another patient had 
dizziness and headache but was able to continue treatment. Blood and urine tests revealed no 
abnormality. 


LAzAr, Chicago 


Skin Revier Types. S. HANuSovA and V. Doreysi, Arch. klin. u. exper. Dermat. 208 :1-23, 
1958. 

In 100 males and 100 females between 2 and 83 years of age and free of skin disease the 
skin surface of the medial aspect of the left forearm was examined by the microrelief method 
of J. Wolf. Two types of skin relief were found, showing a papulary body with low and high 
papillae. There are transitional findings between these two types. These observations are 
consistent with A. Blaschko’s original work, published in 1887. Skin relief types are hereditary. 
HoL_LANDER, Springfield, Mass 


LivER FUNCTION IN ENboGENOUS EczeEMA. H. and G. W. Korrine, Arch. klin. u. 
exper. Dermat. 208 :24-32, 1958. 
In 14 males and 16 females with endogenous eczema serum cholinesterase, galactose tolerance 
(modification of Ludwig and Strehler) and Bromsulphalein excretion (Zimmer's two-dye test) 


were examined. The authors did not find any remarkable change of liver function in 


endogenous eczema. 
Springfield, Mass 


CONTRIBUTION TO COMMON OCCURRENCE OF GROENBLAD-STRANDBERG SYNDROME (PSEUDO 
XANTHOMA ELASTICUM DARIER) AND TUMOR OF THE HyporHysis. M. Bercer and 
J. Sucar, Arch, klin, u. exper. Dermat. 208 :33-37, 1958 
A chromophobe adenoma of the hypophysis was found in a 59-year-old man with pseudo 
xanthoma elasticum. The authors feel that this tumor is of etiologic significance 
Springfield, Mass 


INFLUENCE OF Hypoxyposis ON EXPERIMENTAL DerRMATITIS. S. BoMMeER and E. LatusKke, 
Arch. klin. u. exper. Dermat. 208 :38-43, 1958 


Experiments on rabbit ears showed the influence of hypoxydosis on origin and course of 


acute dermatitis 


Springfield, Mass 


Noso_oGy OF LICHEN ScLerosus ET AtropHicus. W. Hauser, Arch. klin. u. exper. Dermat 
208 :44-52, 1958. 


A 59-year-old woman showed skin changes of morphea and lichen sclerosus et atrophicus 


in the same areas. This combination was confirmed histologically. The author discusses the 


possibility of a common etiology of the two diseases, whereby the same agent by way of the 


peripheral circulation brings about pathologic changes of the subepidermal part of the corium 
in lichen sclerosus et atrophicus and of the middle and deeper parts of the corium in morphea 
Springfield, Mass 
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A, M,. A. ARCHIVES OF DERMATOLOGY 


PRINCIPAL OF PHOTOELECTRIC-PLETHYSMOGRAPHIC FUNCTION Test OF BLoop VESSELS oF SKIN. 

W. Braicu, Arch. klin. u. exper. Dermat. 208 :53-62, 1958. 

Photoelectric plethysmography is considered a useful method for functional examination of 
the peripheral arterial circulation particularly, It is valuable for diagnosis, prognosis, and 
therapy. 

Springfield, Mass. 


NEUROVASCULAR PROBLEM OF NEURODERMATITIS WITH REGARD TO FUNCTIONAL EXAMINATION 
oF PertPpHERAL CrrcuLation. W. Braicu, Arch. klin. u. exper. Dermat. 208 :63-73, 1958. 
Photoelectric plethysmography was carried out in 100 patients with neurodermatitis. In- 

creased tonus of the peripheral arterial circulation in form of vasoconstriction was found. 

Springfield, Mass. 


FUNGAL FLora or Tonsits. T. Heymer, Arch. klin. u. exper. Dermat. 208 :74-80, 1958. 


Cultural examination of the content of crypts of tonsils removed from 260 patients with 


tonsillitis showed 55% Candida, 41% Actinomyces, and 4% Hyphomycetes. Under normal 

conditions the mycotic saprophytes remain indifferent to the tonsils. Only in case of incrustation 

of fungal elements, mechanical irritation of the tonsillar tissue may lead to inflammation. 
HOLLANDER, Springfield, Mass. 


PEMPHIGOID PELLAGRA WITH CHANGES OF Nerves oF SkIN. G. W. Kortinc, Arch. klin. u. 

exper. Dermat. 208 :81-92, 1958, 

A 56-year-old farmer with pellagra showed bullous lesions of various parts of the body. 
Histologically, no acantholysis was found. Bullous formation was subcorneal. There was 
considerable edema of cutaneous nerves with thinning and degeneration of never fibers, swelling 
of the perineurium, homogenization of the myelin sheath, and atypical staining of the axis 
cylinder. Staining with cresylecht violet showed metachromasia of the endoneurium. 

Springfield, Mass. 
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because Neo-Polycin Ointment 


helps clear 
topical infections 
promptly 


Neo-Polycin® provides neomycin, bacitracin and pclymyxin, 
three antibiotics preferred for topical use because this 
combination is effective against the entire range of bacteria 
causing most topical infections...has a low index of sensi- 
tivity...and averts the risk of sensitization to lifesaving 
antibiotics, since these agents are rarely used systemically. 
And Neo-Polycin provides these three antibiotics in the 
unique Fuzene® (polyethylene glycol diester) base, which 
releases higher antibiotic concentrations than is possible 
with grease-base ointments. 


Each gram of Neo-Polycin contains 3 mg. of neomycin, 400 units of bacitracin and 
8000 units of polymyxin B sulfate in the unique Fuzene base. Supplied in 15 Gm. tubes 


PITMAN-MOORE COMPANY, DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Here’s a question that will probably hang 


fire as long as we have chickens and 
eggs around. It’s the type of hypothetical 
question the people at Texas Pharmacal 
Company amuse themselves with during 
siesta time. 


Take Lubriderm, for instance. What 
makes it one of the best skin lubricants 
money can buy? Naturally, we put only 
the finest materials we can find in this 
product, including cholesterol derivatives 
of lanolin—but we also pour into Lubri- 
derm manufacturing skills that have 
developed from years of research and 
experience. 


It wouldn’t be Lubriderm if we tried to 
save a penny by using something cheap. 
And on the other hand, it certainly 
wouldn’t be Lubriderm either, if we just 
dumped a lot of extra-special ingredients 
into a bottle—stuck a label on it—and 
forgot the whole thing. 


It takes a lot of know-how on the part 
of the hen to provide your breakfast 
eggs. And you can bet your bottom dol- 
lar it takes more than a little know-how 
to combine the best ingredients in the 
world and come up with... 


LUBRIDERM 


.- for dry skin 


You can easily judge for yourself whether Lubriderm is worth 
all the fuss we go to to make it. Use it yourself or have one of 
your patients give it a whirl. You'll find Lubriderm soothes and 
relieves dry, uncomfortable skin almost as fast as you can rub 
it in. Lubriderm never feels sticky or ‘“smothery”. Lubriderm 
always smooths right in without a greasy film. 


We'll be glad to supply the Lubriderm, of course — just write 


us. If you want a stock size bottle for your own use, be sure to 
say so; otherwise, we’!l probably just send samples. 


TEXAS PHARMACAL 


COMPANY 


° SAN ANTONIO, TEXAS 


SSO 


For acne and pimples 
with extensive flush areas 


[Acne Cort-— Dome 


pH 5.0 


CREME or LOTION 
foome 


antiinflammatory / keratolytic 


TAA 


y 


ACIO MANTLE 
® 


Within a short period of time 
suppresses the epidermatitis of 
acne, reduces erythema, allays 
inflammation, soothes acute 
exacerbations and produces enough 
peeling action to gently open 
the papules and pustules. 
Restores and maintains 
normal acidity of the skin. 


sic: Apply morning and 


night to skin after washing 


and at night to scalp. 


supp cy: Creme in | oz. tubes. 


Lotion in 1 oz. squeeze bottles. 


Samples and literature on request 


DOME CHEMICALS INC. 
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an important problem 
in today’s living! 


in one pamphlet for 50 cents@ 


ALCOHOLICS ANONY Js Written en the standpoint /@f a member, the basic treat- 
ment procedures are degétibed™ “the*paychological problems ¢opfronting the alcoholic 


discussed, 


ALCOHOL AND CIRRHOSIS, OF THE LIVER. Relationship 


cirrhosis. Increasing stress on nut differences. by Russell S. 


HOW TO HELP A PROBLEM DRINKER Waderstanding the alcoholic’s capabilisioat 
necessity of help, causes of his condition. by Edward A. Strecker and Francis T. Chainb« 


THE TREATMENT°O8, ALCOHOLISM, the steps from convingine the alcoholic 
that he is sick through tre atméritiandeeut@Mby Lewis Inman Sharp Come 


CONDITIONED REPREX TREATMENT OF CHRONIC ALCOHOLISM. 
among methods of ‘ee today, its development and correlation with personality facto 
by Walter L. Voegtlin 


INSTITUTIONAL FACTRRPLES FOR THE TREATMENT OF ALCOHOLISM. € 
parative differences, in drinkinfyewith the last century, new establishments and ods al 
treatment, lack of trained | sont. by E. H. L. Corwin 


other pamphlets available, 
DISEASE. A ssi 


16 pages, 20 cents 


HOW EXPERTS MEASU a | 
room case. by H. A. Heise, 8 pages, 15 cents 


BARBITURATES, BOOZE AND OBITUARIES. A discussio dangers of mixing 
alcohol and barbiturates. by Donald A. Dukelow, 4 pages, 10 ert y 


TWELVE STEPS FOR ALCOHOLICS. A frankfliscuffion of the meaning of an alcoholic 


behavior. by Richard Lake, 6 pages, 10 cents {(/ 


address requests to... 


ORDER DEPARTMENT 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET, CHICAGO 10, ILLINOIS 


: 

on by the Chairman of AMA’s mittee 

1 AM THE WIDOW OF AN ALGOHOKIC, articles combing! by Virginia Conroy, 
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ACHROMYCIN Tetracycline ACHROMYCIN V_ Tetracycline with Citric Acid Lederle 


a most 
widely used 


useful... 


antibiotic 
ACHROMYCIN V: Capsules + Pediatric Drops + Syrup 


ACHROMYCIN: Capsules + Ear Solution 0.5% + Intramuscular + Intravenous + Nasal Suspension with Hydrocortisone and Phe- ylephrine 
Ointment 3% +» Ointment 3% with Hydrocortisone 2% + Ophthalmic Oil Suspension 1% « Ophthalmic Ointment 1% « Ophthalmic Ointment 
1% with Hydrocortisone 1.5% * Ophthalmic Powder (Sterilized) +« Oral Suspension « Pediatric Drops «+ Soluble Tablets 


SPERSOIDS® Dispersible Powder Surgical Powder (Sterilized) +« Syrup + Tablets 


*Reg. U. S. Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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normal 
protective 


cover 


skin 
has an acid pH range 
between 4 and6 


ACID MANTLE’ 


CREME or LOTION pH 4.2 

In housewives’ eczema and industrial dermatitis, promptly re- 
Stores and maintains the normal protective acidity of the skin. 
Active ingredient is aluminum in pecially formulated 
bases. 
“The importance of a measure return the pH of the 
‘skin quickly to its normal beats: after — to soap ane ap 

alkalies is amply borne out.. 4 
=Gross, P., et al.: A. Dermat. & Syph. 70:94, 1954, 


DOME CHEMICALS INC. 


125 West End Avenue, New York 23, N. Y. 
665 N. Robertson Blvd., Los Angeles 46, Cal. 
2765 Bates Road, Montreal, Canada 


* 
Torch (available on prescription 
in 4 oz. bottles) 


Really new, prompt and effective therapeutic agent in 
control of seborrheic dermatitis, itchy scalp and dandruff. 


TELES ° is a milk-white, unscented shampoo 


TELES 
TELES ° 
TELES ° 


* complete directions for use on each 4 oz. bottle 


TELES 


may be employed at weekly intervals or less frequently 
does not stain hair of any color 
does not stimulate oiliness in the scalp 


Samples and literature on request 


Reference: Gross E. R. and Wright C. S., A.M. A. Archives of Dermatology, 78:92, July, 1958 


TORCH LABORATORIES, INC. 
110 Chestnut Street @ Philadelphia 6 © Pa. *Tellurium Dioxide Suspension, Torch 


Samples 
Mantle 
tubes, von: 1 or 
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Both the dermatitis due to nail polish resin and the eczematous reaction of the 
nail bed to undercoating can be avoided by using Marcette Nail Lacquer 
without base coat — another reason to remember and suggest MarceLLe" 
HYPOALLERGENIC CosMETICs for the patient with a cosmetic allergy or sensitivity 


Characteristic of MARCELLE’S complete line of hypoallergenic beauty aids 
MarceLte Nail Lacquer is free from known allergens and irritants yet . 
the beauty-conscious patient’s insistence on cosmetic elegance. 


Vrarcelle 
NIAFCCHEC COSMETICS 
fe + PHARMACEUTICAL DIVISION 
@) Bordeng 350 Madison Avenue, New York 17 
Available in Canada through Prof. Sales Corp., Montreal 


* Andrews, G. C.: Diseases of the Skin, ed. 4, Philadelphia, Saunders, 1954, pp. 117, 118 


most often on the | face, sides of © e 
LA 
Z 
: 
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Many individuals with dry skin experience bothersome 

itching and burning of the skin after bathing. This discomfort 
generally worsens whenever the humidity of the air is low, 
particularly during the winter months. Ordinarily, relief is 
obtained only through the application of some lubricant to the 
entire body. 


After-bath pruritis often can be more conveniently controlled 
by the use of a small amount of a readily dispersible fixed 
oil in the bath water. The thin film of oil which is deposited 
over the entire body while bathing usually brings relief. 


Yyyyyy 


LUBATH, a new dermatologic pharmaceutical, is a highly refined 
cottonseed oil made dispersible in hard or soft water by the 
addition of a non-irritating and non-ionic surfactant. 

It is lightly scented with one of the new standardized perfume 
oils', thus affording your patients maximum protection from 
perfume sensitization. 

In clinical trials, the use of one tablespoonful of Lubath 

to a tub of water was of definite therapeutic value even 

in areas where the daily relative humidity during the 

winter months is between 10% - 15%. Several 

investigators found it also useful in atopic dermatitis and 
localized neurodermatitis. 


*CHEMODERM®—product of Firmenich, Inc. 
*Trademark applied for. 


TEXAS PHARMACAL COMPANY 
San Antonio, Texas 


a dispersible 
= oil for the bath 

BS 
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three-way comparative study 
demonstrates “full-healing 
effect” of HYDRO-TAR in 


(Liquor Carbonis Detergens with Hydrocortisone, Almay) 


acute & chronic dermatoses 


A CASE IN POINT— ATOPIC DERMATITIS OF BOTH HANDS 


1. Hydrocortisone alone suppresses inflammation. 2. Coal tar alone corrects 
eczematous manifestations. 3. Both agents combined in HYDRO-TAR speed 
complete early healing. Mutually supportive action produces the “‘full-hea 

effect. Presence of hydrocortisone permits well-tolerated coal-tar therapy even 


during the acute phases of severe dermatoses 


Dosage: Apply by gentle massage to affected areas 3 or 4 times a day; 
0.5% for moderately severe dermatoses or maintenance — 1.0% for severe 
dermatoses. 


Supplied: 15 Gm. tubes in 0.5% and 1.0% strengths. Samples and literature 
sent on request. 


ALMAY Division of & Co./SFenee 4794 ED. 


Pharmaceutical Laboratories Division, New York 3, New York ED 
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a sulfonamide ...not a nitrofuran 


EFFECTIVE EVEN AGAINST 
ANTIBIOTIC-RESISTANT STRAINS 


HIGHLY ACTIVE 

@ against most “patho- 
genic cocci [both staph- 
ylococci and strepto- 
cocci] regardless of 
their resistance to anti- 
biotics.”” 

@ against pathogens 
common in skin and 
wound infections. 


DIAGNOSIS AND NO. OF PATIENTS 


Dermatitis repens (18) 


darily intected | (20: 


eczematous eruption 


secondarily intected 
eczematous eruption 


(64) 


VIRTUALLY 
NONSENSITIZING 

@ in more than 4500 
stringent, closed-patch 
sensitivity tests, the in- 
cidence of allergic re- 
sponse was less than 
2 per cent.** 

@ in initial clinical 
studies, only 15 of 1014 
patients developed evi- 
dence of skin irritation. 


DURATION 


Triburon 
3-10 days 
Triburon 
5-14 days 
Triburon 
1-3 weeks 
Triburon 
1-2 weeks 


Triburon-HC 


1-4 weeks 


Triburon 
1-2 weeks 


1-4 weeks 


Chart based on finding of E. Edelson, E. Grunberg and T.V. Morton Jr 


OF TREATMENT 


Triburon-HC 


MINIMAL RESIS 


@ laboratory attempts 


PPECTRUM 
BRAPID 
GNONSTAINING 
@DORLES: 


ACTING 
to develop Triburon- TOLERATED 
resistant strains pro- 
duced no substantial 
change in organism 
sensitivity. 


ADVERSE 
REACTIONS 


none 


none 
complaints 
_of burning 
none - 


none 


none 


1 complaint 
of irritation 


PACKAGES: 
Triburon Ointment, tubes and 1-Ib jars. 
Triburon-HC Ointment, 5-Gm and 20-Gm tubes. 


REFERENCES: 1. R. J. Schnitzer, E. Grunberg, 
W. F. DeLorenzo and R. E. Bagdon, to be 
published. 


2. E. Edelson, E. Grunberg and T. V. Morton, 

Jr, Antibiotics Annual 1958-1959, New York, 
Medical Encyclopedia, Inc., 1959. 

3. R. C. V. Robinson and L. E. Harmon, 
Antibiotics Annual 1958-1959. 

TRIBURON'™> triclobisonium chloride — N,N’-bis[1-methy!-3 
(2,2,6-trimethylcyclohexy!) propyl]-N, -N’-dimethy!- 1,6-hexane 
diamine bis Cmethochloride). ROCHE® 


Division of Hoffmann-La Roche Inc «Nutley 10 New Jersey 


| AN | 
Impetigo contagiosa (50) 
Pustular folliculitis (16) 
Dermatitis repens (18) | 
| 
ROCHE 
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QUARTERLY CUMULATIVE 
INDEX MEDICUS 


YOUR GUIDE TO MEDICAL LITERATURE 


Divided into sections, one devoted to books and the other 
to periodical literature, the QUARTERLY CUMULATIVE 
INDEX MEDICUS contains a list of current publications 
alphabetized as to authors and subjects. The exact 
bibliographic reference is given under the author with 
titles in the original language, while titles under subjects 
are all in English. The index also includes a listing of 


journals, addresses and publishers. 


LISTED BY AUTHORS AND SUBJECTS 


The QUARTERLY CUMULATIVE INDEX MEDICUS 
appears twice a year; volumes are cloth bound and cover 
periodicals for six months as indicated on the publication, 
These two volumes will be a convenient and inclusive 
reference for current medical literature. Invaluable for 
practitioners, specialists, teachers, editors, writers, in- 


vestigators, students and libraries. 


SUBSCRIPTION PRICE $25.00 PER YEAR 
CANADIAN AND FOREIGN $27.00 PER YEAR 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET 
CHICAGO 10, ILLINOIS 
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Fostex’ 


e treats their 
eeceacne 


while they 
wash 


degreases the skin helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
sodium dioctyl sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


= 
¥ FOSTEX CREAM 


. in 4.5 oz. jars. For thera- 
peutic washing inthe initial 
phase of oily acne treatment. 


Write for samples. 


WESTWOOD PHARMACEUTICALS 


— FOSTEX CAKE 


...in bar form. For therapeutic 
washing to keep the skin dry and 
free of blackheads during main- 
tenance therapy. Also used in 
relatively less oily acne. 


Buffalo 13, New York 
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PHYSIOLOGIC 
WET DRESSING 
FOR SKIN DISORDERS 


POWDER FOR WET DRESSINGS 


PROPHYLLIN combines sodium propionate, a constituent of the protective secre- 
tion of normal skin, with water-soluble chlorophyllin. The result is a natural, non- 
toxic wet dressing, soothing in the most acutely inflamed skin disorders. It can be 
used even around the eyes and genitalia—or as a mouthwash—without fear of 
irritating the mucous membranes. 


PHYSIOLOGIC: contains no chemical irritants or sensitizing agents 


NONASTRINGENT: will not block sweat ducts 

MARKEDLY ANTIPRURITIC | 

MILDLY BACTERIOSTATIC AND FUNGISTATIC 
COSMETICALLY ACCEPTABLE: no staining, no objectionable odor 


SUPPLIED: 

In cartons of 12 packets. (Each packet contains 2.3 gm. of powder, for preparation of 8 
fluid ounces of solution containing 1% sodium propionate and 0.0025% water-soluble 
chlorophyllin.) Also in 4-ounce and 16-ounce jars. 


COMPANY MOUNT VERNON, NEW YORK 
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treated 


ORALLY 


PRURITUS ANI 


Borcherdt’s 


a MALT SOUP EXTRACT 


We would like to send you the recently published paper by Dr. Louis H. 


shows 
good results 


Brooks who says, “Jt was found that administration of Malt Soup Extract in dosages 
of one or two tablespoonfuls twice daily produced favorable results. Within two or 
three days after beginning this simple regimen, the itching and burning usually dis- 
appeared. Frequently there was prompt remission of symptoms which was followed by 
improvement in the condition of the tissue of the anal canal and the perianal skin.”’* 


What Malt Soup Extract is. It’s a non-diastatic 
barley malt extract, neutralized with potassium 
carbonate. 


How Malt Soup Extract works. It works by 
restoring the normal acid condition in the lower 
tract and by promoting the growth and develop- 
ment of aciduric bacteria. 


How soon can results be expected? The itching 
and burning will usually disappear in about three 
days, while the healing of the perianal skin is 
usually complete in about three weeks. 


What is the usual effective dose? Two table- 


Borcherdt Company 


spoonfuls, twice a day (heaping if powder) is the 
usual effective dose which can be reduced as symp- 
toms disappear. (Allow for carbohydrate content 
when treating diabetics). 

What forms are available? Two forms are to 
be found in most drug stores coast to coast—the 
original liquid and the newer, popular powder. 
Both are sold under the name: MALT SOUP 
EXTRACT (Maltsupex). 

What sizes are to be had? Both powder and 
liquid come in 8 ounce and 16 ounce bottles. 


* Diseases of the Colon & Rectum, Vol. 1, No. 5, Sept.-Oct. 1958 


217 North Wolcott Avenue, Chicago 12, Illinois 


We will be glad to send you 
clinical samples of powder 
and (or) liquid. 


In Canada, Chemo Drug Co., Ltd., Toronto, Canada 


Borcherdt Company A 


Gentlemen: Please send me sample of Malt Soup Extract 


r 
| 

| 217 N. Wolcott Ave., Chicago 12, Ill. 

| © Powder [() Liquid and literature. 
| 


Serving the Medical Profession 
SINCE 1868 


(MALTSUPEX) 
— 
__Zone_ _ State | 
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R For Household Hand Dermatitis 


KNIT COTTON LINED 


Neoprene 
Rubber 
Gloves 


Bluettes’ knit 
cotton lining is 
permanently bonded 
to the liquidproof 
neoprene exterior, 
eliminating separate 
glove and liners. 
Regular hand or 
machine washing 
will not affect 
lining, bond or 
neoprene. 


Patch Test Kits 


contain 1 centimeter 
diameter discs of 
Pioneer glove 
materials. 


Mail Coupon For Patch Test Kits 


The PiONEER Rubber C 
106 Tiffin Road, Willard, Ohio 
Please send me: 
C] Patch Test Kit #7 — Household Glove 
Patch Test discs. 


( Patch Test Kit #8 — Industrial Glove 
Patch Test discs. 


NAME 


ADDRESS 


CITY Zone —— State 
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oral suspension pediatric 
spoonful (5 ce.), mg. per 
2 02. bottle 10cc. bottle 
(with calibrated 
dropper) 


Science for the world's well-being 
PFIZER LA TORIES, 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


THE MENACE OF ALLERGIES 


WHAT WE KNOW ABOUT ALLERGY 

by Louis Tuft, 12 pages, 15 cents 

HOUSE DUST ALLERGY 

by Karl D. Figley, 8 pages, 15 cents 

FOOD ALLERGY 

by Samuel M. Feinberg, M.D., 6 pages, 10 cents 
SKIN ALLERGY 

by Samuel M. Feinberg, M.D., 6 pages, 10 cents 
ASTHMA AND HAY FEVER 

by Samuel M. Feinberg, M.D,, 6 pages, 10 cents 
RAGWEED AND HAY FEVER 

by Oren C. Durham, 2 pages, 5 cents 


AMERICAN MEDICAL ASSOCIATION 


North Dearborn Street @ Chicago 10 @ Illinois 


potentiation efficacy + toleration 
| | | 
4 
-°o 
4 
’ Of interest to 
| and your patients 
| 
| | 
| 
| 
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| 
| 


Pleasingly and efficiently 


serving patient and physician 
during all seasons 


SUPERFATTED 


BASIS* SOAP 


For dry sensitive skin 


Available at Prescription Pharmacies 


2) U KE LABORATORIES, INC. 


SOUTH NORWALK, CONN., U. S.A. 


Mfrs. of Aquaphor®—Elastoplast® 


A MUST IN DERMATOLOGY 
OVER 48,000 MANUFACTURED 
SINCE 1928, HIGH POWERED 
GERMICIDAL ULTRAVIOLET FOR 
LOCAL SKIN THERAPY AND FOR 
CONSTITUTIONAL EFFECTS 


R. A. FISCHER & CO. 


517 Commercial St., Glendale 3, Calif 


SEND MEDICAL REPRINTS TO: 


Model No. 88 


FISCHERTHERM 


no obligation) 


FISCHERSINE — FISCHERQUARTZ -— PEDASINE — 
GALVANIC AND HIGH FREQUENCY EPILATORS 


FISCHER ULTRA SOUND 


| 
| 
| | 
| | 
| | 
THE ORIGINAL FISCHERQUARTZ 

2 
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these physical scars need never have developed 


Surgical techniques can now almost completely remove this man’s severe acne scars. 
But if he, and thousands like him, had sought early treatment, the scars might never 
have developed. A physician’s advice and guidance concerning his condition, plus treat- 
ment with ‘Acnomel’, might have prevented his acne from progressing to the severe, 
scarring stage. 

‘Acnomel’ conceals acne lesions as it heals them, thus reducing embarrassment while 
treatment goes on. The results from ‘Acnomel’ therapy are often evident in a few days 
rather than in weeks or months. 

When you see a patient who needs advice about acne, remember ‘Acnomel’. Available 
in 2 forms: Cream for use at home; Cake in a handy compact for use away from home. 


A Cc n Oo e conceals as it heals 


sulfur resorcinol » hexachlorophene 


Smith Kline & French Laboratories, Philadelphia *T.M. Reg. U.S. Pat. Off. 
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BEST IMPROVEMENT YET 
IN UNNA'S BOOT 
[ 4” x 10 | 
| AN LYE Formura 


UNSCENTED 


Myristic and lauric acids saponi- 


‘DOME. PASTE: 
BANDAGE 


DOME 


fied with polyamine alkali to a 


THE OLD low pH(8), with neutralized 
polycarboxylic acid, enriched 
Frayed edges, uneven 
impregnation, difficult 
to apply. 

Thread-locked edges, 
firmly woven; medica- 
ment spreads uniform- 
ly, easy to apply. 


with lanolin esters, given extra- 


ordinary solvency with propylene 
glycol. 


Vegetable or mineral tars may 
be added in desired percentage. 


Removes ointments and medica- 


tions gently but thoroughly. 


High foaming, extremely eco- 
The new Dome-Paste 
bandage is flesh colored, 
4” x 10 yd. gauze band- cs, 
age...impregnated with aa — Tolerated by scalps which shed 
glycerine, zinc oxide, gel- 

atine paste. 


RECOMMENDED 


nomical in use. 


epithelium from overstrong de- 


tergents. 

for leg ulcers resulting from 
thrombophlebitis (particular- 
ly the post partum and post- | FLESH COLOR 
operative kinds), stasis edema DOME ‘ PASTE 
and chronic venous insuffi- | RETAIL 
ciency associated with vari- 
cose veins, and _ varicose PRICE 
eczema, lymphatic edema $! 50 
and thrombophlebitis of the BOTTLE 
superficial saphenous vessels. 6 OZ. 

AVAILABLE 
Individually wrapped in 


sealed polyethylene bags, 
inserted in metal cans to 
insure freshness. 


ETHIX CORPORATION 


P. O. Box 115, Inwood 96, L. I., N. Y. 


CHEMICALS 
' ae | oz. sample bottles of ETHIX FORMULA Shampoo 


bart, Street New York 


ead) 125 West End Avenue, New York 23, N. Y. 
665 N. Robertson Blvd., Los Angeles 46, Cal. 
2765 Bates Road, Montreal, Canada 
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them. TARBONIS, as the sole active agent or as a component of derma- 
prescription helps to achieve prompt remissions in 


TARBONIS, t tar therapy in performance and. is 
‘special, refined extract of coal tar in an exclusive v vanis 


ore firm irmly entrenched in dermatologic t 
4 
J 


TRADEMARK FOR METHYLPREDNISOLONE, UPJOHN 


Upjohn 


The Upjohn Company 
Kalamazoo, Michigan 
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The 


E 1-2-3 Treatment / ACUTE STAGE 


for DOM EBOR Orn 42) 
Cool Wet Dressings 
POST TREATMENT 
ACID MANTLE* 
Creme pH 4.2 © Lotion pH 4.5 
FOR DESTROYING FUNGI 
QUATRASAL* 
Fungicidal Spray 
Samples and literature on request 
NEW YORK 23 « LOS ANGELES 46 « in Canada: 2765 Bates Rd., Montreal 
e e e e e e e e e e e e e e 
* AMLA. SPECIALTY JOURNALS REACH THE CORE OF SPECIALIZED | 
PRACTICE . . Subscribe NOW to: 
> A.M.A. Archives of INTERNAL MEDICINE “ 
. > A.M.A. Archives of PATHOLOGY 
> A.M.A. Archives of OPHTHALMOLOGY 
Write to: 
THE AMERICAN MEDICAL ASSOCIATION 7 
. 535 North Dearborn Street 
e Chicago 10, Illinois ° 
e e e e e e e e e e e e e e e e e e e 


4466666666666 bbb bb bb 4b bbb bbb bb bb bbb bbb 


THE FUNGUS DIAGNOSTIC SERVICES 


® Prepared Plastic Plates for cultures 


© Economical and easy to use 
(packages of 1 dozen) 


® Samples on request 


Direct microscopic reports by return mail on skin specimens 


7 Watchung Avenue 
Plainfield, N. J. 


CCC CCC CCC CCC CCC CCC 
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wide variety 


In a recent study’ of 53 patients with 
various types of pyodermas, the use of 
BACIMYCIN Ointment “*... resulted in a 
cure rate of 88%...."’ Impetigo, in- 
fectious eczematoid dermatitis, atopic 
eczema, secondary infections superim- 
posed on dermatitis venenata, and 
folliculitis were among the common skin 
infections that showed marked improve- 
ment with BACIMYCIN therapy. 


LABORATORIES, INC. 


BACIMYCIN rarely produces sensitization 
or primary irritation. 

Supplied in 2 oz. tubes for prescrip- 
tions; in 100 gm. jars for hospital use; 
in Ye oz. tubes for ophthalmic use. Also 
supplied as BACIMYCIN with Hydrocorti- 


sone, Ye oz. tube with applicator tip. 
Literature and samples on request. 


1. Greenhouse, J. M., and Ryle, W. C.: A.M.A. 
Arch. Dermat. & Syph. 69:366 (March) 1954. 


MOUNT VERNON, NEW YORK 
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(1.25% COAL TAR FRACTION WITH 


water miscible base... purified white tar fraction, 
Stainless, washable 

@ maximum efficiency... spreads thinly for ‘evenly 
distributed therapeutic action and great economy 

excellent response... deep ‘source also 


of inflammation SUPERTAH (14402. tube) 
provides the therapeutic effectiveness 
proved tar medication > 


SUPERTAH S/S (with salicylic acid and 


tube) 
for keratolytic action 


TAILBY-NASON COMPANY, INC. DOVER, DELAWARE 


SRO : 
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